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Problem: Current practice is that the occupational therapists’ identity has become rooted 
in the practice setting they are working in versus the core values and beliefs of the 
profession.  Despite the core values and beliefs of the profession, occupational therapists 
have pigeon-holed themselves as physical or mental health practitioners (Terry & 
Westcott, 2012). This results in restricted assessments and interventions that are not 
holistic and often not occupation based (Terry & Westcott, 2012). “Occupational therapy 
practitioners need to have an understanding of the physical, emotional, and psychosocial 
aspects of recovery from physical disability to address potential obstacles to their 
patient’s holistic well-being” (Tully, 2019).   
Methods: A literature review was conducted on: 1) the historical changes of occupational 
therapy to current day, 2) current occupational therapy trends,  3) returning to the holistic 
roots and 4) reimbursement. Concepts from Malcolm Knowles Andragogy and 
information from the literature review were used to guide the development of the product.  
Conclusion: This scholarly project focuses on the role of occupational therapists working 
with individuals who have physical disabilities. This is the area, in particular, where 
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occupational therapists may be struggling to meet the psychosocial needs of their clients. 
Within the physical dysfunction setting, having a holistic viewpoint of the patient is 
important to be able to address all aspects of the person to provide the most client-
centered care. The final project is a guide developed for occupational therapists that are 
practicing in physical disability settings. We believe that the application of this guide can 
contribute to the professional development needed to address mental health practices 
within physical disability settings. This could result in an improved therapy outcome and 







 The Occupational Therapy profession has had holistic care woven into its 
ideology since its inception. As time progressed, occupational therapists shifted their 
focus from the holistic approach to focusing on the body structure, largely due to the 
medical models’ strong presence (Kearney, 2004).  
 “Despite our roots, occupational therapists have become pigeon-holed as 
‘physical’ or ‘mental health’ practitioners, resulting in restricted assessments and 
interventions that are not completely holistic, and perhaps not even occupational” (Terry 
& Westcott, 2012). This may lead to occupational therapists not addressing the person 
holistically. Currently, in Occupational Therapy (OT) practice, occupational therapists 
define themselves by the setting they are working in, such as acute care, nursing home, 
mental health, etc. 
The goal of this scholarly project is to present a resource for occupational 
therapists and occupational therapy assistants, who work in  physical disability practice, 
to successfully address both the physical and mental health needs of their clients. This 
guide is evidence-based using current data and strategies to integrate mental health 
components in evaluation and interventions.  
The model of Andragogy was selected because it provides strategies that have 
been effective for adult learners. Areas that are strongly emphasized in this model are 




and internal motivation. These concepts are interwoven throughout the guide through 
reflection questions located at the end of the activities.  
Within this scholarly project are terms and concepts that may be unfamiliar or 
have multiple meanings to the reader. The following definitions of various terms are used 
so the reader is clear on what the terms or concepts mean pertaining to the scholarly 
project. 
Key Terms and Concepts: 
1. Andragogy: “The art and science of helping adults learn” (Knowles, 1980).  
2. Chronic Conditions: “conditions that las one year or more, require ongoing medical 
attention, and/or limit activities of daily living” (CDC, 2020).  
3. Empathy: “Striving to understand the client’s thoughts, feelings, and behaviors while 
suspending any judgment while ensuring that the client verifies and experiences the 
therapist’s understanding as truthful and validating” (Taylor, 2008, p. 53). 
4. Holistic Care: “A behavior that recognizes a person as a whole and acknowledges the 
interdependence among one’s biological, social, psychological, and spiritual aspects” 
(Zamanzadeh et al., 2015).  
5. Physical Agents: “A type of treatment used to reduce or modulate pain, reduce 
inflammation, increase tissue extensibility and range of motion, promote circulation, 
decrease edema, facilitate health, and stimulate muscle activity” (AOTA, 2018b).  
6. Physical Dysfunction Setting: An area where therapists work including but “not 
limited to acute care, home health agencies, inpatient rehabilitation, transitional care 
units, long-term care facilities, outpatient rehabilitation, or skilled nursing facilities” 




7. Mental Health: “Encompasses emotional, psychological, and social well-being” 
(CDC, 2018).  
Chapter II reviews the current literature of therapists addressing mental health and 
wellness within a physical disability setting. Chapter III describes the methodology used 
to create the guide materials. Chapter IV provides the scholarly product in its entirety. 
Chapter V summarizes the purpose, recommendations, limitations of the process and 




CHAPTER II: REVIEW OF LITERATURE 
Introduction 
 Clients experience occupational disruption, deprivation, and imbalance when 
incurring a physical disability. “Occupational therapists need to have an understanding of 
the physical, emotional, and psychosocial aspects of recovery from physical disability to 
address potential to their patient’s holistic well-being” (Tully, 2019). If occupational 
therapists do not, then they are adding to that disruption, deprivation, and imbalance 
because only one aspect is being address. Within the physical dysfunction setting, having 
a holistic viewpoint of the patient is important in order to address all aspects of the person 
to provide the most client-centered care.  
This scholarly project focused on the role of occupational therapists who are 
working with individuals who have physical disabilities. This is the area, in particular, 
where occupational therapists seem to be significantly struggling to meet the 
psychosocial needs of their clients.  A review of the literature was conducted on topics 
related to a historical look at occupational therapy, the influence of the medical model on 
the profession, and the current trends in practice settings. The literature review examined 
the topics of psychological implications of physical disability and the need to focus on 
returning to holistic treatment in physical dysfunction settings. 
Current Day 
The origins of occupational therapy are rooted in mental health/psychiatry 
(American Occupational Therapy Association [AOTA], 2017), as the creation of the 
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profession dovetailed with the early 20th century’s mental hygiene movement (Stoffel, 
Reed & Brown, 2019). Occupational therapy has several services it provides for clients 
with mental health needs. Occupational therapists believe that participating in one’s daily 
occupations is vital to mental health wellness. “Occupational therapy practitioners work 
collaboratively with people in a manner that helps to foster hope, motivation, and 
empowerment” (AOTA, 2016g, pg. 1). Occupational therapists who do not address the 
mental health wellness and occupational needs, in all aspects, are doing a disservice to 
the client and the profession. 
In the early 20th century, the founders and early writers in occupational therapy 
created a body of literature that supported the therapeutic value of occupation (Dunton, 
1918; Reed, 2006). Dunton believed Adolf Meyer’s theory of psychobiology because it 
was holistic and practical (Christiansen & Haertl, 2014). Meyer’s theory also highlighted 
that a person is organized through active participation and that it was essential to have a 
balance between work and rest for an overall balanced life (Christiansen & Haertl, 2014). 
Dunton and Meyer believed that occupational therapists had an essential role in assisting 
clients with adjusting their habits and regaining their optimism (Christiansen & Haertl, 
2014). Meyer’s theory was in line with the beliefs of occupational therapy in that it 
recognized that being forced to be inactive not only was morally wrong, but it was also 
debilitating to the client physically and mentally (Christiansen & Haertl, 2014). To have 
people engaging in occupations could help prevent depression and increase self-
confidence that would help motivate a client further in their recovery (Christiansen & 
Haertl, 2014).  
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According to AOTA (2014), “Occupational therapy is founded on the 
understanding that active engagement in occupation promotes, facilitates, supports, and 
maintains health and participation.” The term occupation is defined as, life activities that 
people “engage in throughout their daily lives to structure time and give life meaning” 
(AOTA, 2014). One of the goals of occupational therapy is to promote physical and 
mental health and well-being in all people, with and without disability-related needs 
(AOTA, 2017). Additional focuses are to establish, restore, maintain, and improve 
function and quality of life for people at risk for or affected by physical or mental 
disorders (AOTA, 2017, pg. 1). Occupational therapy practitioners’, who support the 
mental health of clients, should transcend settings and diagnoses to promote an increased 
quality of life (AOTA, 2017). 
In the 1920s and 1930s, leaders in the occupational therapy profession were 
working on making occupational therapy a legitimate medical profession and believed 
allying with medicine would assist in achieving this goal (Christiansen & Haertl, 2014). 
It was in the 1930s when occupational therapy began to adopt more physical agents in 
their daily practice (Christiansen & Haertl, 2014). Physical agents used included 
goniometry and tools to increase strength and range of motion (Christiansen & Haertl, 
2014). As occupational therapy began using the medical model, it gave the occupational 
therapy profession a common language with which to communicate with other 
professions since more collaboration was beginning to happen with treatments. 
The Army was influential in solidifying the shift of occupational therapy towards 
the hospital-based rehabilitation practice setting (Christiansen & Haertl, 2014). At the 
beginning of World War II (WWII), the occupational therapy profession moved away 
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from crafts to focus more on the physical aspect of the patients, influenced by 
occupational therapist leadership (Christiansen & Haertl, 2014). The 1940s brought 
soldiers home from the war with health challenges from war injuries and chemical 
wounds (Christiansen & Haertl, 2014). Other influences on practice included a movement 
by Thomas Kidner, who advocated for occupational therapists to work in tuberculosis 
hospitals (Christiansen & Haertl, 2014). All of these influences contributed to 
strengthening the position of occupational therapy in the physical rehabilitation setting 
(Christiansen & Haertl, 2014).  
Occupational therapists, practicing in rehabilitations, were influenced by the rise 
of physical medicine and rehabilitation (Christiansen & Haertl, 2014). Frank H. Krusen, 
MD, who is considered the founder of physical medicine and rehabilitation, believed that 
occupational therapy was a specialty of physical therapy (Christiansen & Haertl, 2014). 
He also believed that occupational and physical therapy should merge into one discipline 
(Christiansen & Haertl, 2014). Physical medicine and rehabilitation were influenced by 
physicians who practiced physical therapy and used physical modalities, which was 
reflected in the occupational therapy literature (Christiansen & Haertl, 2014).  
 In 1936, the Essentials of an Acceptable School of Occupational Therapy were 
published in the Journal of American Medical Association (Kearney, 2004, para. 12). 
Prior to this, there were no standards of preparation for an occupational therapist. In the 
mid-1930s it was the AMA who became a “significant force influencing occupational 
therapy entry-level education” (Colman, 1990, pg. 1029, para. 5). These Essentials were 
revised in 1943 which created a balance between the medical model and the moral 
treatment model (Kearney, 2004, para. 13).  
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In 1949, a revision of the Essentials reflected the changes occurring in medicine, 
which included specializations (Kearney, 2004, para. 17). The following years found 
more occupational therapists working in more specialized settings (Kearney, 2004, para. 
18). Among occupational therapists, some believed education should be generalized, and 
others believed in specializing which was reflected in other professions such as medicine, 
law, and engineering (Kearney, 2004, para. 18). The division amongst occupational 
therapists affected education programs, which resulted in students who were competent in 
a specific specialized area but were unable to provide services in other areas of practice 
(Kearney, 2004, para. 18). 
In 1965, the American Journal of Occupational Therapy [AJOT] published an 
editorial where four key recommendations from the curriculum study were summarized 
as:  
1. A belief that occupational therapy practice has an understanding and perspective 
of both the physical and psychosocial dysfunction; 
2. It is recommended for the curriculum to increase the emphasis on behavioral 
science to balance with the biological sciences; 
3. Increase the emphasis on clinical knowledge along with the coursework; and  
4. Readjust the focus within the curriculum to focus on the approach to obtain the 
skills needed rather than on traditional arts and crafts (Kearney, 2004, para. 19). 
These recommendations lead to revisions in the education Essentials that reflected many 
of the recommendations from the curriculum study (Kearney, 2004, para. 19). The 
revised Essentials of education moved towards a scientific and specialized practice that 
reflected closer to the medical model than the moral treatment model (Kearney, 2004, 
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para. 19). In the 1960s, leaders and educators in occupational therapy began to question 
the direction of specialization in occupational therapy practice (Kearney, 2004, para. 20). 
In 1970, a call for a renewed focus arose in education and the role of occupation 
within the professional field (Kearney, 2004, para. 20). The value and meaning of 
occupation was the core concept of the development of the profession, but with the 
deviation away from these concepts, many felt there was role confusion and a loss of 
identity in occupational therapists (Kearney, 2004, para. 20). Throughout the 1970s, 
medicine and occupational therapy realized that reductionism would not be able to solve 
all medical problems (Kearney, 2004, para. 20). This was found to be true for those with 
chronic diseases and disabilities where the issues were based within the environmental 
and societal influence rather than based on the individual (Kearney, 2004, para. 20). 
Gillette & Kielhofner (1979) state that some people within the profession believed that 
the medical model had caused the profession to become too dependent on medicine and 
limited occupational therapy’s focus (as cited in Kearney, 2004, para. 20). Using the 
medical model to continue developing concepts and research in support of occupational 
therapy would be counterproductive (Kearney, 2004, para. 20).  
In 1992, AOTA took steps to break the alliance the organization had with the 
American Medical Association [AMA] for accreditation (Reed & Peters, 2006). While 
creating the Accreditation Council for Occupational Therapy Education (ACOTE), the 
issue of defining the profession came into focus (Reed & Peters, 2006). Occupational 
therapists wondered if the profession should be focused on managing disease or health 




Current Trends  
Modern society has adopted the language of medicine as a framework for 
organizing all health services (Townsend, 1998). The trajectory of occupational therapy 
within the medical model has continued into current practice. Over the years, 
occupational therapy practitioners have decreased in numbers for those working in 
mental health due to the change in perception within the public stigma surrounding 
mental health (Tully, 2019). In 2014, when AOTA collected membership information, 
there was a decline in school-based services, mental health, hospitals, home health, and 
community health services (Christenson & Haertl, 2019, p. 34). 
Since occupational therapists have the tendency to either work in physical 
dysfunction or psychosocial settings, this led therapists to only focus on specific aspects 
of a client versus addressing the client holistically (Cole & Tufano, 2008, p.4). 
Practitioners that have this holistic focus impact the overall care that is provided to 
clients. Many occupational therapists have specialized and narrowed the focus of care 
they provide, which departs from holistic care (Schkade & Schultz, 1992; Terry & 
Westcott, 2012). This concept is referred to as the reductionist view (Kearney, 2004). 
This narrowing of focus may be due to limited experience and understanding of mental 
health issues (Terry & Westcott, 2012). 
 In settings where the focus is on physical dysfunction such as the acute hospital 
setting, addressing mental health is often absent in practice because it’s not seen as 
reimbursable. The medical model has influenced how payers (health and automotive 
insurance) look at health. The medical model defines health as the absence of disease, 
which does not include a person’s well-being, quality of life, or continued engagement in 
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meaningful activities (Cole & Tufano, 2008, p. 15). Kielhofner (2004) describes the 
medical model, which is used today as “reductionistic, mechanical, and scientific.” The 
medical model breaks a person down into components that are measurable and does not 
consider the whole person. The breakdown of a person into components led the medical 
model to focus on symptoms versus examining the influence of the person’s 
environment, context, social, and psychological aspects that could be impacting the 
dysfunction. The medical model also focuses on resolving the dysfunction and not 
addressing how this dysfunction affects a person’s quality of life and well-being. 
There is still not a clear answer amongst occupational therapists in regards to 
where the delineation should be on managing disease or treating the person as a whole. In 
a study by Björklund, Svensson, and Read (2006), they found that occupational therapists 
in Sweden showed strong holistic views for health, but some still support the reductionist 
view, also known as the medical model. In 2016, Rogers, Bai, Lavin, and Anderson 
conducted a study/survey and found that additional spending for occupational therapy 
services resulted in lowered readmission rates for 1,595 hospitals in the United States. 
This was the only service to provide this result. This study proves the validity and 
therapeutic impact that occupational therapy has for patients and hospitals. 
While research and medicine advanced within the twentieth century, the medical 
model continued to alter practice. Therapists shifted their focus from environmental, 
social, and emotional to a human functioning focus at a cellular level (Kearney, 2004, p. 
3). It is critically important that research is now validating what occupational therapy has 
always known—that the therapeutic use of valued occupations (frequently called task-
specific training in the literature) results in functional improvements in patients (Muir, 
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2012). Based on the data, the OT’s role in physical rehabilitation is considerable. The 
question is, could addressing the mental wellness component, in physical rehabilitation, 
dramatically increase our outcomes even more? 
Getting Back to Holistic Roots 
Zamanzadeh et al. (2015), defines holistic care as “a behavior that recognizes a 
person as a whole and acknowledges the interdependence among one’s biological, social, 
psychological, and spiritual aspects.” Occupational therapists have been trained to look at 
a person holistically, which is in occupational therapy’s scope of practice 
(“Finding the correct,” 2009). “Occupational therapy practitioners have a holistic 
perspective in which the focus is on adapting the environment to fit the person, and the 
person is an integral part of the therapy team” (AOTA, n.d.-a, para. 4). Addressing clients 
holistically is often characterized as a unique aspect of the occupational therapy 
profession (McColl, 1994), but it is not consistently happening across the profession. 
Finlay (2001) goes in-depth about holism, positing if it is a realistic concept that 
occupational therapists can obtain in practice. Finlay goes on to discuss the barriers that 
challenge the concept of delivering holistic care, such as time and financial constraints 
and the prominent biomedical model (2001). So let’s take a closer look at two of these 
areas: 1) time and 2) reimbursement.  
Time  
The issue of time is a consistent concern that arises. Therapists seem to be 
under pressure to address the physical needs and well-being needs is “in addition” to 
meeting the physical needs of the client. This assumption negates the concept of holistic 
occupational therapy. When looking at our clients holistically, occupational therapists 
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need to not only look at a client’s physical disability but also the mental health 
component related to the physical disability (Yuill, 2019).  
When addressing physical and mental health, it is not that one leads to the other, 
but “The link between physical and mental health is circular rather than linear” (Allen & 
Kelly, 2014). Individuals who struggle with mental health issues have an increased 
chance of developing chronic physical conditions such as heart disease and stroke (Allen 
&Kelly, 2014). A new physical condition, such as a broken hip or a stroke, will often 
exacerbate anxiety and depression (Chris, 2017). Negative thought patterns can come 
from this new physical condition and impede the client from fully engaging and 
benefiting from a traditional rehab program (Chris, 2017).  
 It is also possible that those who have chronic conditions have an increased 
chance of developing a mental disorder such as depression or anxiety (Allen & Kelly, 
2014). When a person acquires a physical disability, stressors can present as: being 
dependent on another, the feeling of vulnerability, and facing their mortality, etc. (Tully, 
2019). These feelings can impact their relationships, roles, and their sense of identity 
(Yuill, 2019). If these are not addressed the issues could get worse, develop into a long-
term physical issue, decrease interpersonal relationships, and decrease quality of life 
(American Addiction Centers, 2019). Individuals with a physical disability require time 
to come to terms with their limitations and to find ways to adapt activities to live a 
meaningful life (Tully, 2019). 
Allen & Kelly (2014) suggest that with this correlation between mental and 
physical conditions, an individual will not achieve optimum health unless both are 
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addressed. Occupational therapists must “tune in and address the mental health needs of 
all clients in all practice settings” (AOTA, 2016a).  
Reimbursement 
Whether we fundamentally agree with it or not, healthcare is a business. This 
means that occupational therapists need to be cognizant of the costs and billing for their 
services. It is critical for occupational therapists to document and code correctly to be 
reimbursed by third-party payers. A review of the literature resulted in limited 
information on reimbursement for mental health in a physical disability setting. 
Primarily, reimbursement in physical disability settings is related to physical medicine 
and rehabilitation codes such as complexity levels and evaluation codes (therapeutic 
exercise, therapeutic activities, etc.) (AOTA, 2016f; Lloyd-Randolfi, 2018; Mariano, 
Metzler, & McGuire, 2018; Wisconsin Department of Health Services, n.d.).  
Through research and contacting experts at AOTA on the subject found that there 
are no specific codes related to mental health services in physical disabilities settings. As 
a result, it is through documentation that occupational therapists demonstrate how they 
are addressing a person holistically. As holistic occupational therapists, it is essential to 
use the terminology and resources of the occupational therapy profession when 
documenting and billing for services. Utilizing the Occupational Therapy Practice 
Framework and the Occupational Profile can be the means of addressing the patient’s 
holistically through resources produced and supported by AOTA. The trend for 
healthcare is that reimbursement is moving toward outcome-based payments and value-
based purchasing. The outcomes will be higher when both aspects, physical and 
emotional, are addressed.  
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Summary and Product 
The historical background of occupational therapy was presented, as well as how 
the medical model influenced practice, and the current trends of occupational therapy in 
practice settings. The psychological implications of physical disabilities and the need to 
return to the roots of the profession through holistic practice was reviewed. Finley 
indicated that even some occupational therapists believe that holistic care is unattainable 
(2001). 
As occupational therapists, the question that is still being asked is, which should 
we treat first: mental health or physical disabilities? (Yuill, 2019). Why not treat both 
mental health and physical disabilities at the same time? (Yuill, 2019). The occupational 
therapy profession specifically provides interventions that encompass a person’s 
physically, emotionally, and mental well-being as well as addressing their roles and 
environment to promote quality of life (St Catherine University Online OTA, 2017; 
Thedevotedyogi, 2019, AOTA, 2016a). Obviously, we believe that holistic occupational 
therapy is attainable. The only barrier is the occupational therapist’s perspective. For this 
reason, we developed Redirected Mindset: A Guide to a More Holistic Practice in 
Physical Rehabilitation. 
Redirected Mindset: A Guide to a More Holistic Practice in Physical 
Rehabilitation, is created for occupational therapists who work in physical disabilities so 
that they can address the psychological needs of the client, in response to the physical 
disability. The guide provides a rationale that can be incorporated for increasing 
confidence in competence, evaluation, and documentation. The outcome of this project is 
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a guide for occupational therapists and occupational therapy assistants as tool to provide 
holistic evaluation and intervention regardless of the practice area. 
Theoretical Approach 
Redirected Mindset: A Guide to a More Holistic Practice is based on 
andragogy. Malcolm Knowles (1980) popularized the concept of andragogy (“the art and 
science of helping adults learn”), contrasting it with pedagogy (“the art and science of 
teaching children”). He presented a set of assumptions for adult learners.  
1. Self-concept: to move from dependency to increasing self-directedness as he/she 
matures and can direct his/her own learning.  
2. Experience: As an adult, you will draw on your accumulated life experiences to 
aid learning. 
3. Readiness to learn: As we mature, our readiness to learn becomes oriented 
increasingly to learn what is needed in our new social or life roles.  
4. Orientation to learning: As we become more experienced and mature, our learning 
becomes immediate and problem-centered.  
5. Motivation to learn: Adults are motivated to learn internally, and we want to 
pursue positive self-development experiences and learning opportunities.  
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A Guide to a More Holistic Practice in Physical Rehabilitation is presented in its 
entirety in Chapter IV. Chapter III provides an overview of the methodology used to 






This scholarly project began with exploring topics that were of interest to both 
occupational therapy students. One student was interested in mental health, and the other 
was interested in chronic conditions. The students explored these options by completing a 
mini-review of information regarding the topics of interest. They also reviewed previous 
scholarly projects on the University of North Dakota (UND) Scholarly Commons about 
topics of interest. The students narrowed their focus after several level I fieldwork 
experiences in which the students discussed what they had experienced in their physical 
and mental health placements. The students reflected on how the occupational therapy 
program stresses the importance of viewing the client holistically, which addresses the 
client’s context, psychosocial factors, and physical factors. The students noticed and 
discussed with fieldwork supervisors the lack of occupational therapy addressing mental 
health in the physical disabilities’ settings. The students discussed this with their 
fieldwork supervisors, within the physical dysfunction setting, regarding why this was a 
struggle.  The supervisors stated that they did not know where to start the process of 
incorporating these areas into their practice setting.   
The students began discussing this issue with a faculty member. She provided 
additional resources pertaining to their topic of interest in addressing mental health in a 
physical dysfunction setting. The students, through the discussion with their advisor, 
decided to look more into the physical dysfunction setting to address mental health.  
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There were several reasons that this topic was chosen. There is a high percentage 
of occupational therapists practicing in physical disability settings and this is an 
opportunity to provide new material for therapists to use.   
After determining the focus of the research and the goal of the scholarly project, 
the authors conducted a literature review on occupational therapy in physical disabilities 
settings, occupational therapy holistic practice, and the history of the profession. The 
authors used CINAHL, PubMed, American Occupational Therapy Association, American 
Journal of Occupational Therapy, OT Practice, textbooks that were required for the 
occupational therapy program, Google Scholar, and Google. Terms used in searching 
included "holistic", "holism", "occupational therapy", "mental health", psychosocial", 
"physical rehabilitation", "physical disability setting", "occupational therapy history". 
The students also reviewed occupational therapy journals, blogs, and other sources but 
did not find any resources that would assist occupational therapists on how to begin to 
incorporate these concepts into their practice. Throughout the literature review, the idea 
of broadening the topic search arose to obtain more literature. Broadening the search 
topic was put into action by the students and their advisor by integrating the history and 
current trends into their search to create this guide. The authors decided it was important 
to reflect on the roots of the profession to show how occupational therapy has evolved 
through time and shaped how occupational therapists practice today. 
When choosing a theory for this scholarly project, the students began by 
reflecting on some of the models that they had learned throughout their years of 
schooling. The Andragogy model was chosen since the focus in on the adult occupational 
therapy practitioners learner. Malcolm Knowles (Corley, M, 2011, para.2; Smith, M.K., 
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1999) identified crucial assumptions about the characteristics of the adult learner.  This 
model focuses on the learner’s personal experience, self-concept, readiness to learn, 
motivation to learn, and their orientation to learning. The premise is that the occupational 
therapist is a self-directed learner that strives to maximize the experience and outcomes 






The purpose of this product is to assist occupational therapists and occupational 
therapy assistants, who work in physical disabilities, on providing a broader/holistic 
approach to their clients.  It is designed to address the common concerns found in the 
literature, 1) how to address mental health and wellness and the referral simultaneously, 
and 2) the issue of reimbursement.  
Redirected Mindset: A Guide to a More Holistic Practice in Physical 
Rehabilitation is organized into three units.  
1. The first unit, Reflecting on Competence with Confidence, is divided into 
six sections that review foundational knowledge. The six sections are 
competence, continued professional development, standards of practice, 
code of ethics and core values, empathy, and cultural competency.  
2. The second unit, Evaluation, is divided into three sections to address the 
evaluation process that happens with the client. These sections are 
occupational profile, stress management, and assessments/screens.  
3. The last unit, Documentation, is divided into two sections to address how 




In the appendix, there is an outcome measure of how effective the guide is along 
with other additional resources about the topics in the guide. In this section, you can view 
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Unit I:  Reflecting on Competence with Confidence 
a. Competence with Confidence 
b. Continued Professional Development 
c. Standards of Practice 
d. Code of Ethics 
e. Empathy 








Unit II:  Evaluation 
a. Occupational Profile 






Unit III:  Documentation  
a. Billing 
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The purpose of Redirected Mindset: A Guide to a More Holistic Practice is to 
provide you a resource to use in your physical disability practice to address both the 
physical and mental health needs of your clients. It is evidence-based using current 
data and strategies to integrate mental health components in your evaluation and 
interventions. 
 
When individuals acquire a physical disability, it can affect many aspects of their 
lives. These aspects can include roles, habits, and routines which can impact their 
performance in meaningful occupations. Tully (2019) states, “Initial reactions to an 
acquired physical disability typically are characterized by a range of conflicting 
emotions” (pg. 265). These emotions can include sadness, guilt, disbelief, denial, 
loneliness, and withdrawing from activities and support systems (Tully, 2019). Any of 
these emotions can appear at any time after the onset of the physical disability from 
weeks to years later. When a person acquires a physical disability, stressors can come 
about such as being dependent on another, the feeling of vulnerability, and facing their 
mortality (Tully, 2019). These feelings can impact their relationships, roles, and their 
sense of identity (Yuill, 2019). Individuals, with a physical disability, require time to come 
to terms with the limitations from the physical disability and to find ways to adapt to live 
a meaningful life (Tully, 2019).  
Zamanzadeh, Jasemi, Valizadeh, Keogh, and Taleghani (2015) defines holistic 
care as “a behavior that recognizes a person as a whole and acknowledges the 
interdependence among one’s biological, social, psychological, and spiritual aspects” 
(pg. 214). Occupational therapists have been educated to look at a person holistically, 
as defined in occupational therapy’s scope of practice (“Finding the correct,” 2009). 
Addressing clients holistically is often characterized as a unique aspect of the 
occupational therapy profession (McColl, 1994) but it is not consistently happening.  
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Finlay (2001) goes in-depth about holism, posing the question if it is a realistic 
concept that occupational therapists can attain? Finlay discusses the barriers that 
challenge the concept of delivering holistic care such as time and financial constraints 
and the prominent biomedical model (2001). Some occupational therapists are 
unfamiliar with the whole spectrum of services that occupational therapy can address 
with mental health (Chandler, n.d.). Finlay indicated that even some occupational 
therapists believe that holistic care is unattainable (2001). Obviously, we believe that it 
is attainable. The only barrier is really your perspective of how you can creatively 
address the mental wellness needs alongside the physical needs.  
When occupational therapists are working in any physical disability setting, they 
focus on addressing the medical condition for which the client was referred to OT 
(Chandler, n.d.). Any physical condition, new or chronic, will often exacerbate mental 
health challenges such as anxiety and depression (Chris, 2017). Any negative thought 
patterns can impede the client from fully engaging and benefitting from a traditional 
rehab program (Chris, 2017). To truly provide holistic OT services, occupational 





















Redirected Mindset: A Guide to a More Holistic Practice is based on andragogy. 
Malcolm Knowles (1980) popularized the concept of andragogy (“the art and science of 
helping adults learn”), contrasting it with pedagogy (“the art and science of teaching 
children”). He presented a set of assumptions for adult learners:    
1. Self-concept: To move from dependency to increasing self-directedness as 
he/she matures and can direct his/her own learning. As OTs, you have been 
trained to be a self-directed learner. You have been trained to take the initiative.  
2. Experience: As an OT you will draw on your accumulated life experiences to aid 
learning. With your practice, you have considerable experience to draw from to 
build new learning opportunities.  
3. Readiness to learn: As we mature, our readiness to learn becomes oriented 
increasingly to learn what is needed in our new social or life roles. What does this 
mean to you? That you orient your own learning to the skills you need specifically 
for the job or the direction you want your job to go.  
4. Orientation to learning: As we become more experienced and mature, our 
learning becomes immediate and problem-centered. As OTs, we encounter 
problems and challenges. We work to learn how to solve those problems and 
then we apply that knowledge to the problem(s). So it’s clearly connected to 
experience.  
5. Motivation to learn: Adults are motivated to learn internally, and we want to 
pursue positive self-development experiences and learning opportunities. As OTs 
we ask, what is the value of why we need to learn this information. As OTs we 
want to make our practice more effective and efficient and strengthen our 










 This guide begins with a literature review. The literature review presents current 
information regarding providing holistic occupational therapy approaches in physical 
disability settings. The Guide then progresses into 3 units:  
1) Reflecting on Competence with Confidence,  
2) Evaluation,  
3) Documentation  
Within all 3 units, activities and resources are provided to strengthen my knowledge and 
skills allowing for a more holistic approach to my clients. Each activity is organized as 
follows:  
 
Title of Activity 
• Objective(s) of Activity: A brief introduction to the topic. 
• Introduction to Activity: This will list the purpose of the activity.  
• Duration: The duration of the activities can vary depending on the reflection 
process. There will be an estimation on how long this can take but will vary 
person to person. 
• Activity Steps: Steps to complete the activity.  
• Reflection questions related to Knowles Andragogy: The activities, in this 
guide, address the 5 assumptions of andragogy through a reflection process that 






















Figure 1. Structure of each Activity  
Self-concept:  How was I a self-directed learner in this activity?  Where and 
how did I take the initiative? 
Experience:  What experiences do I have that I can draw from that 
connect to this activity/topic?
Readiness:  What direction do I want my clinical skills to grow? How can 
this information help prepare me for that growth?  
Orientation to learning: What problem and/or challenge is presented in this 
activity and what possible solutions can I identify?  
Motivation: How could the information in this activity strengthen the outcomes 
for my clients?  
  
  
  8 | P a g e  
 
Currently, in Occupational Therapy (OT) practice, occupational therapists 
primarily define themselves by the setting they are working in, such as acute care, 
nursing home, mental health, etc. “Despite our roots, occupational therapists have 
become pigeon-holed as ‘physical’ or ’mental health’ practitioners, resulting in restricted 
assessments and interventions that are not completely holistic, and perhaps not even 
occupational” (Terry & Westcott, 2012, pg. 297).  
“Occupational therapy practitioners need to have an understanding of the 
physical, emotional, and psychosocial aspects of recovery from physical disability to 
address potential obstacles to their patient’s holistic well-being” (Tully, 2019, pg. 264). It 
is important to be able to address all aspects of the person to provide the most client-
centered care.  
This scholarly project focused on the role of occupational therapists who are 
working with individuals who have physical disabilities. This is the area where OTs 
seem to struggle to meet the psychosocial needs of their clients. A review of the 
literature was conducted on topics related to a historical look of occupational therapy, 
the influence of the medical model on the profession, and the current trends in practice 
settings. The literature review also looked at the topics of psychological implications of 
physical disability and the need to focus on returning to holistic treatment in physical 
dysfunction settings. The results of the literature review are summarized in the following 
section. 
 Historical to Current Day 
The origins of occupational therapy are rooted in mental health/psychiatry 
(American Occupational Therapy Association [AOTA], 2017), as the creation of the 
profession dovetailed with the early 20th century’s mental hygiene movement (Stoffel, 
Reed & Brown, 2019). Occupational therapy has several services it provides for clients 
with mental health. These include helping all individuals develop and maintain positive 
mental health, prevent mental ill health, and recover from mental health challenges in 
order to live full and productive lives (AOTA, 2016d).  
Introduction – Literature Review 
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In the early 20th century, the founders and early writers in occupational therapy 
created a body of literature that supported the therapeutic value of occupation (Dunton, 
1918; Reed, 2006). Dunton believed Adolf Meyer’s theory of psychobiology because it 
was holistic and practical (Christiansen & Haertl, 2014). Meyer’s theory also highlighted 
that a person needed to be organized through doing and that it was essential to have a 
balance between work and rest for an overall balanced life (Christiansen & Haertl, 
2014). Dunton and Meyer believed that occupational therapists had an essential role in 
assisting clients with adjusting their habits and regaining their optimism (Christiansen & 
Haertl, 2014). Meyer’s theory was in line with the beliefs of occupational therapy in that 
it recognized that being forced to be inactive not only was morally wrong, but it was also 
debilitating to the client physically and mentally (Christiansen & Haertl, 2014). To have 
people engaging in occupations could help prevent depression and increase self-
confidence that would help motivate a client further in their recovery (Christiansen & 
Haertl, 2014).  
According to AOTA (2014), “Occupational therapy is founded on the 
understanding that active engagement in occupation promotes, facilitates, supports, and 
maintains health and participation” (pg.S1) The term occupation is defined as, “life 
activities that people engage in throughout their daily lives to structure time and give life 
meaning” (AOTA, 2014, pg. S6). One of the goals of occupational therapy is to promote 
physical and mental health and well-being in all people, with and without disability-
related needs (AOTA, 2017). Additional focuses are to establish, restore, maintain, and 
improve function and quality of life for people at risk for or affected by physical or mental 
disorders (AOTA, 2017, pg. 1). Occupational therapy practitioners’ support of the mental 
health of clients transcends settings and diagnoses to promote an increased quality of 
life (AOTA, 2017). 
In the 1920s and 1930s, leaders in the occupational therapy profession were 
working on making occupational therapy a legitimate medical profession and believed 
allying with medicine would assist in achieving it (Christiansen & Haertl, 2014). It was in 
the 1930s that occupational therapy began to adopt more physical agents (Christiansen 
& Haertl, 2014). Physical agents used included goniometry and tools to increase 
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strength and range of motion (Christiansen & Haertl, 2014). Other influences on practice 
included the polio epidemic and the profession, led by Thomas Kidner, advocating for 
occupational therapists to work in tuberculosis hospitals (Christiansen & Haertl, 2014). 
The Army was influential in solidifying the shift of occupational therapy towards the 
hospital-based rehabilitation practice setting (Christiansen & Haertl, 2014). The 1940s 
brought soldiers home from the war with health challenges from war injuries and 
chemical wounds (Christiansen & Haertl, 2014). All these influences contributed to 
occupational therapy in the physical rehabilitation setting (Christiansen & Haertl, 2014).  
As occupational therapy began to use the medical model, it gave the 
occupational therapy profession a common language with which to communicate with 
other professions since more collaboration was beginning to happen with treatments. At 
the beginning of World War II (WWII), the occupational therapy profession moved away 
from crafts to focus more on the physical aspect of the patients, which was influenced 
by OT leadership (Christiansen & Haertl, 2014). The rise of physical medicine and 
rehabilitation influenced occupational therapists to practice in rehabilitation settings 
(Christiansen & Haertl, 2014). Frank H. Krusen, MD, who is considered the founder of 
physical medicine and rehabilitation, believed that occupational therapy was a specialty 
of physical therapy (Christiansen & Haertl, 2014). Krusen also believed 
that occupational and physical therapy should merge into one discipline (Christiansen 
& Haertl, 2014). Physical medicine and rehabilitation were influenced by physicians who 
practiced physical therapy and used physical modalities, which was reflected in the 
occupational therapy literature (Christiansen & Haertl, 2014).  
In 1936, essentials for occupational therapy schools were published in the 
Journal of American Medical Association (Kearney, 2004, para. 12). These essentials 
were revised in 1943, which created a balance between the medical model and the 
moral treatment model (Kearney, 2004, para. 13). In 1949, a revision of the essentials 
reflected the changes occurring in medicine, which included specializations (Kearney, 
2004, para. 17). The following years found more occupational therapists working in 
more specialized settings (Kearney, 2004, para. 18). Among occupational therapists, 
some believed education should be generalized, and others believed in specializing 
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which was reflected in other professions such as medicine, law, and engineering 
(Kearney, 2004, para. 18). The division amongst occupational therapists affected 
education programs, which resulted in students who were competent in a specific 
specialized area but were unable to provide services in other areas of practice 
(Kearney, 2004, para. 18). 
In 1965, the American Journal of Occupational Therapy [AJOT] published an 
editorial with four key recommendations from the curriculum study. The first belief is that 
occupational therapy practice has a general knowledge of both physical and 
psychosocial dysfunction (Kearney, 2004, para. 19). The second belief is that within the 
curriculum, there should be an increase in the emphasis on behavioral sciences 
therefore to balance with the biological sciences (Kearney, 2004, para. 19). The third 
key recommendation is to increase emphasis on clinical knowledge to balance with the 
coursework (Kearney, 2004, para. 19). The last key recommendation is to focus on the 
approach to obtain the skills needed rather than on traditional arts and crafts (Kearney, 
2004, para. 19). 
These recommendations lead to revisions in the education essentials that 
reflected many of the recommendations from the curriculum study (Kearney, 2004, 
para. 19). The revised essentials of education moved towards a scientific and 
specialized practice that reflected closer to the medical model than the moral treatment 
model (Kearney, 2004, para. 19). In the 1960s leaders and educators in occupational 
therapy began to question the direction of specialization in occupational therapy 
practice (Kearney, 2004, para. 20).  
In 1970, a call for a renewed focus arose in education and the role of occupation 
within the professional field (Kearney, 2004, para. 20). The value and meaning of 
occupation was the core concept of the development of the profession, but with the 
deviation away from these concepts, many felt there was role confusion and a loss of 
identity in occupational therapists (Kearney, 2004, para. 20). Throughout the 1970s, 
medicine and occupational therapy realized that reductionism would not be able to solve 
all medical problems (Kearney, 2004, para. 20). This was found to be true for those with 
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chronic diseases and disabilities where the issues were based within the environment 
and society rather than based on the individual (Kearney, 2004, para. 20).  
Gillette & Kielhofner (1979) stated that some people within the profession 
believed that the medical model had caused the profession to become too dependent 
on medicine and limited occupational therapy's focus (as cited in Kearney, 2004, para. 
20). Using the medical model to continue developing concepts and research in support 
of occupational therapy would be counterproductive (Kearney, 2004, para. 20).  
In 1992, AOTA took steps to break the alliance the organization had with the 
American Medical Association [AMA] for accreditation (Reed & Peters, 2006). While 
creating the Accreditation Council for Occupational Therapy Education (ACOTE), the 
issue of defining the profession came into focus (Reed & Peters, 2006). Occupational 
therapists wondered if the profession should be focused on managing disease or health 
and wellness promotion (Reed & Peters, 2006).  
Current Trends  
Modern society has adopted the language of medicine as a framework for 
organizing all health services (Townsend, 1998). The trajectory of occupational therapy 
within the medical model continues through to today. Over the years, occupational 
therapy practitioners have decreased in numbers for those working in mental health due 
to the change in perception and the public stigma surrounding mental health (Tully, 
2019). In 2014, when AOTA collected membership information, there was a decline in 
school-based services, mental health, hospitals, home health and community health 
services (Christenson & Haertl, 2019, p. 34). 
Since occupational therapists have the tendency to either work in physical 
dysfunction or psychosocial settings, this led therapists to only focus on specific aspects 
of a client versus addressing the client holistically (Cole & Tufano, 2008). Many 
occupational therapists have specialized and narrowed the focus of care they provide, 
which departs from holistic care (Schkade & Schultz, 1992; Terry & Westcott, 2012). 
This concept is referred to as the reductionist view (Kearney, 2004). This narrowing of 
focus may be due to limited experience and understanding of mental health issues 
(Terry & Westcott, 2012). 
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 In settings where the focus is on physical dysfunction such as the acute hospital 
setting, addressing mental health is often absent because it’s not seen as reimbursable. 
The medical model has influenced how payers (health and automotive insurance 
companies) look at health. The medical model defines health as the absence of 
disease, which does not include a person’s well-being, quality of life, or continued 
engagement in meaningful activities (Cole & Tufano, 2008). Kielhofner described the 
medical model as “reductionistic, mechanical, and scientific” (2004). The medical model 
breaks a person down into components that are measurable and does not consider the 
whole person. The breakdown of a person into components led the medical model to 
focus on symptoms versus examining the influence of the person’s environment, 
context, social, and psychological aspects that could be impacting the dysfunction. The 
medical model also focuses on resolving the dysfunction and not addressing how this 
dysfunction affects a person’s quality of life and well-being 
There is still not a clear answer amongst occupational therapists regarding where 
the delineation should be on managing disease or treating the person as a whole. In a 
study by Björklund et al. (2006), they found that occupational therapists in Sweden 
showed strong holistic views for health but some still support the reductionist view, also 
known as the medical model. Occupational therapy is making large impacts within the 
physical dysfunction setting. In 2017, Rogers, Bai, Lavin, and Anderson conducted a 
study/survey that found that additional spending for occupational therapy services 
resulted in lowered readmission rates for all 1,595 hospitals on the United States. This 
was the only service category to provide this result. This study proved the validity and 
therapeutic impact that occupational therapy has for both patients and hospitals. 
Research is now validating what occupational therapy has always known—that the 
therapeutic use of valued occupations (frequently called task-specific training in the 
literature) results in functional improvements in patients (Muir, 2012). Based on the 
data, the OTs role in physical rehabilitation is significant. The question is, could 
addressing the mental wellness component, in physical rehabilitation, dramatically 
increase our outcomes even more? 
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When addressing physical and mental health, it is not that one leads to the other 
but “The link between physical and mental health is circular rather than linear” (Allen & 
Kelly, 2014). Individuals who struggle with mental health issues have an increased 
chance of developing chronic physical conditions such as heart disease and stroke 
(Allen &Kelly, 2014). It has also been noted that those who have chronic conditions 
have an increased chance of developing a mental disorder such as depression or 
anxiety (Allen & Kelly, 2014). Allen & Kelly (2014) suggest that with this correlation 
between mental and physical conditions, an individual will not achieve optimum health 
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UNIT I 




The purpose of Unit I is to help me determine my level of confidence with integrating 
mental health and wellness strategies into my evaluation and documentation. If I feel 
confident, this unit could just be a refresher or possibly provide me with activity ideas to 
use with other clinicians or students so he or she can become more knowledgeable and 
confident. It has six sections with activities that address: 
1. Competence,  
2. Continued Professional Development, 
3. Standards of Practice,   
4. Code of Ethics and Core Values,  
5. Empathy, and  
6. Cultural Competency.  
 
These six topic areas are chosen because it is of vital importance to keep the 
foundational knowledge of what our profession values when practicing. These items 
were not placed in order of importance as the authors feel they are all equal in value of 
importance. It is important to review official documents from both the national and state 
level to assist in developing a holistic, quality, competent, and professional practice. 
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Objectives of Activity:   
1. Reflect on what drew me to the holistic aspects of OT.  
2. Assess my competence and confidence in providing holistic services that include 
addressing the mental health and wellness components.  
 
Introduction to Activity:  
We believe that it is likely that the majority of OTs were drawn to the OT profession 
because of the holistic approach. It is our bet that many wrote or stated that a major 
thing they liked was that OT considered the physical and psychological aspects of a 
person. It is a major factor that defines and separates us from other healthcare 
professionals. 
 
Duration:  30-60 minutes depending on the depth of the self-reflection. 
 
Activity Steps:   
1. Complete Table 1.1 with strengths I feel I possess and strengths that I think a 
holistic practitioner would possess. These can include skills and knowledge acquired 
schooling, continuing education, and practice. 
2. Reflect between the two columns that I have filled out. 
3. In the Personal Reflection area, write down what skills I would like to 
build/strengthen toward becoming a more holistic practitioner 
4. At the end of this activity, there are a series of questions to reflect on. 
 
Holistic Definition 
Each of us were drawn to occupational therapy for different reasons. This activity 
helps us reflect on our competence and confidence to provide holistic OT services 
Competence with Confidence  
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regardless of the practice setting. This first activity reflects on what drew us to the 
holistic aspects of OT.  
Zamanzadeh et al. (2015) defines holistic care as “a behavior that recognizes a 
person as a whole and acknowledges the interdependence among one’s biological, 
social, psychological, and spiritual aspects” (pg. 214). This is the definition that this 
guide is using throughout this product. Tully (2019) describes a holistic approach as 
having all person systems (person, environment, and occupation) are present with a 
balance within the occupational challenge. Additional resources available for holistic 
definitions include:  
• McColl, M. A. (1994). Holistic occupational therapy: historical meaning and 
contemporary Implications. Canadian Journal of Occupational Therapy,61(2), 72-
77. doi:10.1177/000841749406100202 




Table 1.1 Personal Strengths & Holistic Practitioners Strengths 
 
List MY strengths List strengths of a HOLISTIC Practitioner 
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Personal Reflection: What skills I would like to build/strengthen toward becoming a 
more holistic practitioner?  
1.   
2.   
3.   
4.   
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Need to know: What strengths do I possess that 
positively impact my clients?
Self-directed: What can I take from this activity to increase my own 
personal learning and improve the outcomes with my client?
Experience: What experiences do I have 
that I can draw from to strengthen my 
skills as a holistic practitioner? 
  
  
























Additional thoughts I want to remember from this activity: 
 
 
How can I challenge myself to stay accountable 
to work on increasing my strengths? 
What problem and or challenge is presented in this 
activity and what possible solutions can I identify? 
What are some motivating reasons to learn/do this? 
How can it benefit the outcomes of my clients? 
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Objectives of Activity:   
1. Reflect on areas of professional/clinical development.  
2. Identify areas that I think are important to focus my continuing professional 
development which includes the psychosocial aspect. 
3. Develop a plan to expand my professional/clinical skills. 
 
Introduction to Activity:  
Professional development is an instrument of lifelong learning. It is essential to 
strengthening and maintaining professional competence. This activity will focus on 
professional development. Standards of Practice will be briefly introduced but it is 
covered in more detail in another activity session. 
 
Duration: 20-30 minutes depending on the depth of the self-reflection and reflection on 
my personal experiences. 
 
Activity Steps: 
1. Complete the Continued Professional Development Self-Rating Tool – Table 
1.2. 
2. Use Table 1.3 to complete any additional self-assessments. 
3. Go to Table 1.4, My Continued Professional Development and document on the 
following:  
a. Identify areas that I wish to work on,  
b. Goals relating to the area(s) I wish to work on, and 
c. Strategies to achieve my goals. 




Continued Professional Development 
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Table 1.2: My Continued Professional Development  
Self-Rating Tool 
Areas of Focus: The areas of evaluation, intervention, 
documentation, outcomes/discharge are the focus in this 
activity. These statements provide an opportunity to reflect on 





2= Almost never 
3= Sometimes 
4= Almost always 
5= Always 
Evaluation   
1. I complete an OT Profile for each of my clients (if never skip to # 
14 and answer a related question after #20). 
 1     2     3     4     5 
2. When completing the OT Profile, I ask why the client is seeking 
services. 
 1     2     3     4     5 
3. When completing the OT Profile, I ask what the client wants and 
needs to do (what is meaningful to them). 
 1     2     3     4     5 
4. When completing the OT Profile, I ask the clients about 
occupations that are being disrupted. 
 1     2     3     4     5 
5. When completing the OT Profile, I ask the client about their 
strengths in performing occupations and other daily activities. 
 1     2     3     4     5 
6. When completing the OT Profile, I ask the client about their 
concerns in performing occupations and other daily activities. 
 1     2     3     4     5 
7. When completing the OT Profile, I ask my client what their 
priorities are to their occupational performance. 
 1     2     3     4     5 
8. When completing the OT Profile, I ask what the client values.  1     2     3     4     5 
9. When completing the OT Profile, I ask about supports the clients 
has when engaging in tasks, activities, and occupations including 
cognitive, physical, and psychosocial. 
 1     2     3     4     5 
10. When completing the OT Profile, I ask about barriers the clients 
has when engaging in tasks, activities, and occupations including 
cognitive, physical, and psychosocial. 
 1     2     3     4     5 
11. When completing the OT Profile, I ask about the client’s 
occupational history and experiences. 
 1     2     3     4     5 
12. When completing the OT Profile, I ask about the client’s patterns 
of daily living. 
 1     2     3     4     5 
13. When completing the OT Profile, I ask about the client’s 
interests. 
 1     2     3     4     5 
14. I select and administer assessments that directly address 
occupational performance as identified in the OT Practice 
Framework (OTPF).  
 1     2     3     4     5 
15. I select and administer assessments regarding client factors to 
include cognitive, physical, and psychosocial. 
 1     2     3     4     5 
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16. I select and administer assessments that address performance 
skills that include cognitive, physical, and psychosocial. 
 1     2     3     4     5 
17. I select and administer assessments that address performance 
patterns. 
 1     2     3     4     5 
18. I select and administer assessments that address context and 
environment. 
 1     2     3     4     5 
19. I take all information gathered from the evaluation process and 
summarize what was discussed and observed to the client. 
 1     2     3     4     5 
20. I collaborate with clients to develop goals for therapy.  1     2     3     4     5 





Intervention   
21. My interventions assist my clients in participating in meaningful 
occupations. 
 1     2     3     4     5 
22. My interventions assist my clients with changes or coping with 
the environment.  
 1     2     3     4     5 
23. I adapt my interventions in response to physiological, behavioral, 
or emotional changes in my clients. 
 1     2     3     4     5 
24. I assist my clients to reach a state of physical well-being.  1     2     3     4     5 
25. I assist my clients to reach a state of mental well-being.  1     2     3     4     5 






27. I use terminology from the OTPF when documenting.  1     2     3     4     5 
28. I use terminology that is recognized by third party reimbursement 
sources when documenting. 
 1     2     3     4     5 
29. I use facility-approved acronyms when documenting.  1     2     3     4     5 
30. I use accepted third party acronyms when documenting.  1     2     3     4     5 
31. I use CPT codes that address physical, cognitive, and 
psychosocial interventions. 












32. I select outcome measures that address occupational 
performance. 
 1     2     3     4     5 
33. I select outcome measures that address participation.  1     2     3     4     5 
34. I select outcome measures that address role competence.  1     2     3     4     5 
35. I select outcome measures that address quality of life.  1     2     3     4     5 
36. I select outcome measures that address well-being.  1     2     3     4     5 
37. I select outcome measures that address health and wellness.  1     2     3     4     5 
38. I review the goals and outcomes with the clients prior to 
discharging services.  





39. I review literature on current evidence-based practice.  1     2     3     4     5 
40. I provide services that are grounded in AOTA, Federal and State 
standards of practice. 
 1     2     3     4     5 
41. I keep up with new/revised statues regarding occupational 
therapy in the state(s) I work in. 
 1     2     3     4     5 
42. I keep up with new/revised federal legislation regarding 
occupational therapy services.  
 1     2     3     4     5 
43. I use NBCOT website for resources to develop my practice.  1     2     3     4     5 
44. I know what the continuing education requirements are for the 
state(s) I work in.  
 1     2     3     4     5 
45. I create continuing education goals each year to assist in 
professional development. 
 1     2     3     4     5 
46. I review my continuing education goals every 3 months.  1     2     3     4     5 
47. I adhere to the code of ethics when working with clients and 
colleagues.  
 1     2     3     4     5 
48. I reach out to colleagues or others in my facility if I am struggling 
with an ethics issue. 
 1     2     3     4     5 
49-54 How well do I use the 6 interpersonal approaches 
recommended for the therapeutic relationship? Rate myself with a 1 
being rarely used or not comfortable using to 5 which means the 
approach is used often and that I am comfortable using it (Taylor, 
2008).  
 
49. Empathizing  1     2     3     4     5 
50. Collaborating 1     2     3     4     5 
51. Motivating/encouraging 1     2     3     4     5 
52. Problem solving 1     2     3     4     5 
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53. Instructing/coaching 1     2     3     4     5 
54. Advocating  1     2     3     4     5 
Refection of Practice  
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Table 1.3:  
My Continued Professional Development Plan 
This form can be helpful in: 
1. Identifying and organizing the areas I want to work on,  
2. Develop goals to assist in increasing professional development in the area, and  
3. Identifying strategies on how I plan to accomplish my goals.  
Results from Continued 
Professional 
Development Self-Rating 
or other assessments 
Goals to Further 
Professional 
Development 
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What did I learn about myself and therapeutic use of 
self regarding my clients?
Self-directed: What can I take from this 
assessment to increase my learning 
process?
Experience: What experiences do I have 
that I can draw from to strengthen my 
skills as a holistic practitioner? 
  
  





























How can I challenge myself to stay accountable to work on 
continuing my professional development to address the mental 
health needs of my clients? 
What are 2 motivating reasons to do this?  
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Continued Professional Development Self-Assessment 
Objectives of Activity:  
1. To use the National Board of Certification in Occupational Therapy (NBCOT) 
self-assessments to review. 
2. To assist in my reflection of my continued professional development. 
 
Introduction of Activity:  
To use the National Board of Certification in Occupational Therapy (NBCOT) self-
assessments to review and assist in my reflection of my continued professional 
development. This is similar to the activity listed in section “Continued Professional 
Development” but it has specific areas that look at certain practice areas such as: 
a. older adults, 
b. orthopedics,  
c. new therapist/student, and 
d. experienced therapist. 
I can take the one that best fits my practice area. 
 
Duration: 30-45 minutes 
 
Activity Steps 
1. Follow each link for the appropriate self-assessment for my practice area, using 
the NBCOT self-assessment tools. 
2. While completing the assessment, use Table 1.5 to reflect on the answers from 
the assessment. This is designed to help me identify my areas of strength, 
challenges, and motivating factors. 
 
General Practice Therapist: https://secure.nbcot.org/selfassess/default7.aspx?testid=7. 
Optional Activities for Professional Development   
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Older Adult Practice Area: https://secure.nbcot.org/selfassess/default2.aspx?testid=2. 




Outside of NBCOT 
 
Additional Self-Assessments  
Additional self-assessments that are available for continued professional development 
can be found in the link below. Choose an area of interest or one from the following list: 
Select Mindfulness, Self-Awareness, Stress Level, Motivation, Evaluations (Many 
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Table 1.4: NBCOT Self-Assessment 
Areas of Strength and Challenge Areas 
 Domain, Task, & Brief Motivation to Increase 

















































Objectives of Activity 
1. To be informed of renewal standards at the state and national level. 
2. To view a sample template for a renewal log to track my continued professional 
education requirements. 
 
Introduction to Activity 
This activity presents information on state and the NBCOT licensure renewal 
requirements. It also provides a sample of a continuing education log which can be 
adapted and used to track my continuing education requirements. This activity connects 
with the sections of this guide titled: “Continued Professional Development” and 
“Continued Professional Development Self-Assessment”. 
 
Duration: 5-10 minutes 
 
Activity Steps 
1. Read through information below on licensure renewal by state and national 
certification renewal. 
2. Review Table 1.5 for an example of a renewal log. 
 
Licensure Renewal by State 
States differ with their standards of certification renewal standards. AOTA has a 
list for every state with the qualifications and requirements to obtain a license. It does 
not however, have the requirement of continued professional education standards that 
are required for every individual state. The best way to find the number of hours 







  33 | P a g e  
 
National Certification Renewal 
NBCOT holds occupational therapists to a standard of obtaining 36 credit hours 
every three years with credited proof. The official NBCOT.org website offers resources 
and tools that I can use to advance my competence (NBCOT, n.d., para. 1).  
NBCOT has provided a resource to continue to keep track of continuing 
education with notes on what competencies I am working toward. Alternative options 
include using Word or Excel. A sample chart has been created for me in Table 1.5. I can 
review the NBCOT site for a wide variety of available renewal activities that will count 
toward credit hours.  
 














































































































NBCOT Additional Resources 
There are additional resources available through the NBCOT website. Several of these 
include the: 
1. Navigator,  
2. NBCOT practice standards/code of conduct,  
3. Licensure renewal, and 
4. Certification renewal activities chart. 
 
Within the certification renewal activities chart, there is a list of activities, competency 
assessment units, and verification documentation. To access more information about 
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Objectives of Activity:  
1. To refresh my knowledge on the various standards of practice that impact our 
profession. 
2. To complement the last unit by adjusting the focus to more specific standards from 
AOTA and my state.  
 
Introduction to Activity:  
“Because of the increasing pressure for accountability related to healthcare and social 
service outcomes, employers, third-party payers, community agencies, business and 
industry all expect practitioners to remain competent and knowledgeable of the 
new developments in the field of occupational therapy and in related contextual 
areas involving local, state, national and global communities” (Moyers, 2010, p. 475).   
 
For this activity we will focus on AOTA Standards of Practice and NBCOT Standards of 
Practice. 
 
AOTA’S standards of practice are the requirements for the delivery of occupational 
therapy services. The licensure laws for Occupational Therapy, in all 50 states, does 
reflect the standards set by the AOTA to varying degrees. AOTA’s standards are placed 
into four categories: 
1. Professional Standing and Responsibility; 
2. Screening, Evaluation, Reevaluation; 
3. Intervention Process; and 





Standards of Practice 
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NBCOT’s Standards of Practice consist of four sections:  
1. Practice Domains;  
2. Code of Professional Conduct;  
3. Supervision; and  
4. Documentation. 
 
Duration: 20-40 minutes 
 
Activity Steps:  
1. Locate the state standards of practice. These can be found on each state’s 
licensure boards website. They can also be located at NBCOT.com. 
2. Take the quiz about Standards of Practice, listed in the activity section below. 
3. Reflect on the questions at the end of the activity. 
 
Activity 
Quizlet is designed to help people study and learn material (Quizlet, n.d.). These 
options include flashcards, tests, and games. Quizlet has 300 million study sets now 
that are already made and available on the site (Quizlet, n.d.). We chose a Quizlet to 
provide you with another way to study or learn. Please note that to access Quizlet, you 
might be required to create an account with the website. The account is free unless you 
want to expand for Quizlet Plus. 
 
AOTA Standards of Practice Quizlet  
1. Steps:  
a. Type in Quizlet.com. 
b. Type in Occupational Therapy Standards of Practice. 
c. Choose the type of activity (flashcards, test, games, etc.). 
d. A second option is to go to:  https://quizlet.com/329592031/aota-
standards-of-practice-for-occupationaltherapy-flash-cards/. 
2. Complete the Quizlet and review the answers.  
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3. Re-take the same Quizlet or a different related one, to see how much information 
I have retained.  
 
Answers Correct (1st attempt): ___________  
    
Answers Correct (2nd attempt): ____________ 
 
NBCOT Standards of Practice Quizlet  
1. Steps:  
a. Type in Quizlet.com. 
b. Type in NBCOT Standards of Practice. 
c. Choose the type of activity (flashcards, test, games, etc.). 
d. A second option is to go to:  https://quizlet.com/181931721/nbcot-
standards-of-practice-flash-cards/. 
2. Complete the Quizlet and review the answers.  
3. Re-take the same quizlet or a different related one, to see how much information 
I have retained.  
 
Answers Correct (1st attempt): ____________ 
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Need to know: How do the standards of 
practice influence my practice at my 
facility?
Self-directed: What standard could be 
applied more frequently at my facility?
Experience: What experiences do I have 























How can I challenge myself to learn more about 
the standards of practice?
What are my motivations for applying 
these standards of practice?  
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Objectives of Activity:  
1. To review the code of ethics and core values of occupational therapy. This is 
another way to demonstrate my continued competence. 
2. To assess how the code of ethics and core values are addressed in my clinical 
practice. 
3. To understand how to use the code of ethics to guide my practice especially when 
striving to address mental health needs of my clients in a physical disability setting. 
 
Introduction to Activity:  
In school, we learned about the code of ethics and how the core values should align 
with those of our profession. In this activity, there is a chart that assists in combining the 
core values and code of ethics. This should help with the continued application of these 
values into my practice at my facility.  
 
Duration: 20-40 minutes 
Activity Steps: 
1. Read through the principles and descriptions of the code of ethics and core 
values on pages 41-45. 
2. Fill in the definitions of the core values of occupational therapy on pages 44-45. 
3. Reflect and fill in examples of how I would apply these values at my facility on 
pages 44-45.  






Code of Ethics and Core Values 
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Code of Ethics – Principles of Standards of Conduct 
 
The code of ethics is not always at the forefront of our minds when we think 
about interventions with clients. For many of us the code of ethics and core values are 
central to our practice. However, things change and the code of ethics and core values 
are updated with terminology and requirements/approaches being added and deleted. 
The challenge is keeping current and aware of these changes or, at the very least, 
getting reacquainted with the terms again. 
All healthcare professionals including occupational therapists are exposed to 
ethical situations on a daily basis. “Ethics is about reflecting, thinking, use critically 
reasoning, justifying, acting on, and evaluating decisions” (Doherty, 2014, pg. 414). 
Dealing with ethical situations can be sometimes easier said than done such as when a 
practitioner is in moral distress. Purtilo & Doherty (2011) define moral distress as “an 
ethical problem that occurs when practitioners know the right thing to do but cannot 
achieve it because of external barriers or uncertain about the outcome” (as cited in 
Doherty, 2014, pg.414). Some examples of moral distress, that occupational therapists 
can come across, include issues with reimbursement, upholding confidentiality, clients 
and therapist agreeing on goals, and doing what is best for the client and institution at 
the same time (as cited Doherty, 2014, 2014). Bias or prejudgments about individuals or 
populations can also result in ethical dilemmas and violations. This can be difficult for 
occupational therapists and may, in fact, cause an internal crisis. In a study by Penny, 
Ewing, Hamid, Shutt, & Walter (2014), 224 occupational therapists were surveyed and 
almost half of respondents stated that they had left a position due to moral distress or 
considered leaving but had not done so at the time of the study. The finding from this 
study suggest that education along with other coping strategies can prevent moral 
distress (Penny et al., 2014). 
As practitioners, we can shape the moral space of our environment in different 
ways (AOTA, 2016d). These include identifying themes and trigger for conflict, obtain 
and maintain professional standards, and continue using effective communication 
(AOTA, 2016d). Having these ethical dilemmas can lead to moral distress for 
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practitioners which can lead to decreasing our ability to provide appropriate care within 
our practice setting (AOTA, 2016d).  
As part of education, reviewing the Code of Ethics would one of the first steps to 
take in preventing moral distress. The Code of Ethics is the set of guiding principles 
occupational therapists use to provide strong, client-centered care. The Code serves 
two purposes:  
1. The first is that it provides core values for members to follow to provide ethical 
actions within our profession (AOTA, 2015).  
2. The second includes Principles and Standards that are enforced standards of 
conduct for American Occupational Therapy Association members (AOTA, 
2015).  
 Staying within these principles ensures that as therapists, we are providing 
ethical care. The following are the Principles and Standards of Conduct that are 
enforceable for professional behavior (AOTA, 2015, pg. 153-160). Additional code of 
ethics activities has been included in the Optional Activities section located on page 48 
This also includes interesting books that can be read as a part of my professional 
development and reasoning through ethical dilemmas.  
Core Values 
 A value is defined as a belief from which a person is committed (Kanny, 1993). 
Values can be shared by a group of people or within a profession as a whole (Kanny, 
1993). These values are reflected through an individual’s actions and attitudes (Kanny, 
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Each one of these core values can be connected with any of the principles of the Code 
of Ethics and within all of our interactions with clients and colleagues. Using the 
definitions listed in Table 1.6 and the information we just reviewed, please: 
1. Fill in the definition of each core value in the second column.  
2. Write examples of how the core values and code of ethics principles apply in my 
practice. I have resources available at AOTA & NBCOT.   
3. Remember that these core values paired with a code of ethics in this table can 
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Table 1.6 CODE OF ETHICS & CORE VALUES 
 
Code of Ethics/The Principles 
and Standards of Conduct that 
are enforceable for professional 
behavior include the 5 listed in 
this column. Each of these has 
been defined for me. 
Core Values: The core value 
listed in this column can 
connect to any of the 
Principles and Standards of 
Conduct in the first column. 
They are just situated this 
way to get me thinking more 
about their application to my 
setting and practice.  
 
What are some 
examples of how 
these can be seen in 
my 
practice/department? 
We started out with 1 
example for each. 
1.Beneficence refers to the 
overall concern for the well-
being and safety of their clients. 
This includes performing 
appropriate evaluations and 
reevaluations of the clients, 
maintaining professional 
competency, and referring our 
clients to the proper providers 
when appropriate. Beneficence 
is an action I take for safety and 
well-being. 
•  Altruism:   Code Example: Using 
gait belts and putting up 
the bed rails.  
2.Nonmaleficence is refraining 
from actions that cause harm. 
Therapists include this in their 
practice by not bartering for 
services and avoiding inflicting 
injuries on the clients. 
Nonmaleficence is when I avoid 
an action. Not avoiding patients 
or ignoring their needs 
• Dignity:  Code Example: 
Providing services to a 
client even when I may 
not agree with their 
values and beliefs. 
3.Autonomy refers to respecting 
the rights of the client to self-
determination, privacy, 
confidentiality, and consent. 
This includes treating the client 
with respect, disclosing risks 
and benefits to them, and 
establishing a collaborative 
relationship  
• Equality:  Code Example: The 
client has the right to 
collaborate in the 
development of his or 
her goals.  
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4.Justice is promoting fairness 
and objectivity in the delivery of 
the services. Therapists are to 
advocate for clients, maintain 
awareness of laws that guide 
occupational therapy, and 
continue to maintain credentials 
as a therapist. 
• Freedom:  Code Example:  I treat 
all my clients the same 











5.Veracity is providing 
comprehensive, accurate, and 
objective information when 
representing the profession. 
Therapists include these into 
their practice by accurately 
documenting sessions and 
maintaining truthfulness and 
privacy of the client. This means 
telling the truth and being 
accurate.  
• Justice:  Code Example: I gave 
the results of testing 
truthfully as well as the 
prognosis. 
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Need to know: What information is most 
important think I learned from this 
activity?
Self-directed: How can I improve my overall 
integration of the code of ethics into my practice?
Experience: What experiences do I have 





























How can I challenge myself to learn more 
ethics and apply it to my work?
What are some motivating reasons to 
learn/do this?  
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I may want additional readings that can assist in understanding ethics. The following is 
a list of a few articles that can assist with learning about ethics and different ways to 
look at ethics in practice. 
Table 1.7 Recommended Articles 
 
American Occupational Therapy Association. (2015). Occupational therapy code of ethics. 
American Journal of Occupational Therapy, 69(Suppl. 3), 6913410030. 
http://dx.doi.org/10.5014/ajot.2015.696S03 
American Occupational Therapy Association. (2019). Ethical considerations for productivity, 
billing, and reimbursement [Advisory opinion]. Retrieved from 
https://www.aota.org/~/media/Corporate/Files/Practice/Ethics/Advisory/reimbursement-
productivity.pdf 
American Occupational Therapy Association. (2018). Cultural competence and ethical 
practice [Advisory opinion]. Retrieved from 
https://www.aota.org/~/media/Corporate/Files/Practice/Ethics/Advisory/AOTA-
CulturalCompetenceAdvisory-Author-correction-5-2-18.pdf 
American Occupational Therapy Association. (2016). Social justice and meeting the needs of 
clients [Advisory opinion]. Retrieved from 
https://www.aota.org/~/media/Corporate/Files/Practice/Ethics/Advisory/Social-Justice-
Meeting-Client-Needs.pdf 
American Occupational Therapy Association. (2016). Outdated and obsolete tests and 
assessment instruments [Advisory opinion]. Retrieved from 
https://www.aota.org/~/media/Corporate/Files/Practice/Ethics/Advisory/Outdated-and-
Obsolete-Assessment-Instruments.pdf 
American Occupational Therapy Association. (2016). Balancing patient rights and practitioner 
values [Advisory opinion]. Retrieved from 
https://www.aota.org/~/media/Corporate/Files/Practice/Ethics/Advisory/Balancing-
Patient-Rights.pdf 
American Occupational Therapy Association. (2019). Ethical issues related to payment for 
service delivery [Advisory opinion]. Retrieved from 
https://www.aota.org/~/media/Corporate/Files/Practice/Ethics/Advisory/Ethical-Issues-
Concerning-Payment-for-Services.pdf 
Drolet, M.-J. (2018). Empowering occupational therapists and colleagues in overcoming 
moral distress. Occupational Therapy Now, 20(3), 15–17. Retrieved from 
Optional Activities & Resources  
for Code of Ethics & Core Values   
  
  




Kanny, E (1993). Core values and attitudes of occupational therapy practice. The American 
Journal of Occupational Therapy 47(12).1085-1086. 
https://doi.org/10.5014/ajot.47.12.1085 
Penny, N. H., Ewing, T. L., Hamid, R. C., Shutt, K. A., & Walter, A. S. (2014). An investigation 
of moral distress experienced by occupational therapists. Occupational Therapy in 
Health Care, 28(4), 382–393. https://doi.org/10.3109/07380577.2014.933380 
Penny, N. H., Bires, S. J., Bonn, E. A., Dockery, A. N., & Pettit, N. L. (2016). Moral distress 
scale for occupational therapists: Part 1. instrument development and content validity. 
American Journal of Occupational Therapy, 70(4), p1–p8. 
https://doi.org/10.5014/ajot.2015.018358 
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 The following is a sample case study. This sample case study will give me a 
guide in how to answer the questions that are related to the scenario presented. Please 
read through the sample case study to be provided with a guide of how to fill out the 
following case study located on page 52. 
 
Sample Case Study 
 




1. Simon was referred to me by his community caseworker.  
2. I am a home health occupational therapist. 
Occupational Profile  
1. Simon is a 34-year-old builder who lives with his family. His caregiver is his 
partner who works as a part-time employee at HomeGoods. He has 2 children of 
the ages of 11 and 5. Simon’s involvement was severely limited once he was 
discharged from the hospital. He became withdrawn and avoided social 
situations. He has been having trouble continuing to concentrate on things that 
he feels are important and has begun to rely on his partner to take over many of 
the household tasks while Simon watched TV all day due to his continued 
flashbacks of the incident. This began to have a physical strain on his 
relationship with his partner. Simon has been unable to return back to work and 
from this, Simon has suffered significant financial hardship. He was then 
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Incident 
Simon was involved in a workplace incidence on a building site. He suffered from major 
trauma including fractures to his pelvis and ankle, and significant lacerations to his right 
knee. Simon received in-patient services while he was admitted to the hospital.  
OT Intervention Questions 
1. Simon’s main goal is to return back to work. What are some of the other areas of 
life that will need to be addressed before Simon is able to return back to work? 
ANSWER: Increase concentration levels, reduce fatigue and anxiety, and the halt 
the cessation of all his previous leisure pursuits. He appears to be lacking in 
productive daily routines and has a slow recovery process as he is not involved in 
any type of rehabilitation at the moment. There may need to be some continued 
referral for a psychologist to assist Simon with his flashbacks.  
2. What mental health strategies will the occupational therapist teach Simon to 
assist him in moving forward in his recovery? 
ANSWER: Coping skills, explore the relationship between his inactivity and his 
activity levels prior to his incident, reviewing his reasoning of why he would like to 
return back to work, strategies to improve his mood and motivation to continue with 
rehabilitation.  
3. How will improving Simon’s mental health status improve his chances of 
becoming independent in his occupations? 
ANSWER: Improvement within his mental health status will improve his motivation to 
continue with his recovery toward returning to work, improving his relationship with 
his social supports within his environment, which will all improve Simon’s overall 
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Application Case Study 
1. Read the AOTAs Code of Ethics.  
2. Go through the activity to test my knowledge. Please reference the sample case 
presented prior to filling out the questions listed below.  
3. Reflect on the questions at the end of the activity. 
4. Scenario: 
I am working on Jake’s discharge papers from the acute care hospital. 
a. Occupational Profile 
i. Jake is an 89–year-old who is living in his two-bedroom farmhouse 
when he fell and broke his hip. Jake is a one-week post-surgery in 
an acute hospital.  
b. Client Factors & Performance Skills  
i. Jake would like to continue living in his farmhouse with his wife, 
Opal, who is 85. Opal is worried about having to make the drive into 
town for Jake’s therapy and what would happen if he were to fall 
again, as she would not be able to help him up.  
ii. Jake has been unable to transfer himself to the commode 
independently and is not aware of his weight-bearing restrictions.  
iii. During a meeting with the medical team, Jake states that he 
refuses to go to a nursing home because he belongs at home with 
his wife.  
iv. Jake later discloses his distrust of the medical staff and his anxiety 
about returning home. Jake asks you to keep this discussion 
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1.) What part of the Code of Ethics would I apply to this situation? 
___________________________________________________________________
___________________________________________________________________ 
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Objectives of Activity:  
1. To explore my thoughts on the role of empathy in the therapeutic relationship. 
2. To reflect and enhance my understanding of empathy, therapeutically, to maximize 
my clients’ satisfaction and outcomes. Using an empathetic approach allows the 
clients to perceive the therapist as a competent and compassionate health care 
provider (Abreu, 2011).  
 
Introduction to Activity:  
We all want to provide the best treatment we can to our patients, and one of the ways 
that we do this is by using empathy. A survey Taylor, Lee, and Kielhofner (as cited in 
Abreu, 2011) found that empathy was the least used mode during the creation of the 
therapeutic relationship. Why do I think that is? There is a common belief that 
individuals, who enter a healthcare profession, including occupational therapy, have the 
skills essential for developing a therapeutic relationship. The literature is not supporting 
this assumption.  
 
Duration: 30-60 minutes 
 
Activity Steps: 
1. Read: Sharma, K.A. & Clark, A.J. (2018). Empathy matters, the importance of 
imagination in occupational therapy. American Occupational Therapy Association 
(7) 18-20.  
a. I can find this article on AOTA.org and it does not require a membership to 
access. 
2. Complete the guiding questions as I am reading the Sharma & Clark article.  
 
3. Complete the following case study designed to apply the information presented in 
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4. Reflect on personal/professional skills regarding the therapeutic use of empathy 
in my practice. 
 
EMPATHY 
The concept of empathy is taught in OT schools as, a way of respectfully listening 
to our clients and proving to them that we care. Taylor defined empathy as:  
“Striving to understand the client's thoughts, feelings, and behaviors while 
suspending any judgment while ensuring that the client verifies and experiences 
the therapist’s understanding as truthful and validating” (2008, p. 53).  
Peloquin (as cited in Taylor, 2008), identified key points in the process of developing 
and utilizing empathy therapeutically. Peloquin (2003) stated that empathy is:   
▪ A communication of fellowship 
▪ A turning of the soul toward the client 
▪ Recognition of how one is similar to the client and how the client is unique 
▪ Entry into the client’s experience 
▪ Connection with the feelings of the client 
▪ The power to recover from that connection and maintain strength to continue 
therapeutic work. (as cited in Taylor 2008, p.12) 
Therapists should be putting in a significant about of time and effort to understand a 
situation from the client’s perspective (Taylor, 2008). Therapists should also observe 
how clients are communicating and adapt their approach to match the client’s needs 
(Taylor, 2008). Using these techniques will allow me to become more aware of what the 
client is looking for, therefore becoming a better therapist.  
As an occupational therapist, empathy is shown to clients every day as the 
therapeutic relationship is built (Sharma & Clark, 2018). An important part of being 
involved in the therapeutic relationship, is being able to understand a client’s ability and 
disability from their perspective (Sharma & Clark, 2018).  This means understanding the 
client’s physical embodiment of the impairment, interpersonal experience, emotional 
experience, and psychological experience (Taylor, 2008). Clients may have real fears 
for their future including areas in work, familial roles, or financial concerns (Spence, 
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2019). As occupational therapists, we are to use interventions that also incorporates the 
psychological aspect of people, as that effect of illness or injury is personal for them 
(Spence, 2019).  
Practitioners may holistically envision the lived experience of a client in the past 
before a disability, in the present situation, and in future scenarios linked to 
relevant goal-setting and therapeutic procedures. Visualizing how clients feel 
about particular situations in which occupations have been impaired is one 
potential way occupational therapy practitioners can foster greater 
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Article Reflection 
Table 1.8:  Guiding Questions, Interactions, & Personal Experiences  
that can Assist in the Empathetic Process 
Fill in the Table with the guiding questions (located in the article), the interactions; my experiences and 
what I learned. How do I create empathy when working with clients?  
Questions from the Article Interactions from the Article My Experiences in How I 
Create Empathy 
Example: How do others 
like me cope and adapt? 
 
 
 Shared resilience stories as 
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Need to know: How does empathy play 
a role in how I treat clients? 
Self-directed: How can I enhance my 
application of using empathy with my 
clients?
Experience: What experiences do I have 
that I can draw from to strengthen my skill 
of using empathy? 
  
  


























How can I challenge myself to learn more about 
applying empathy with my client's mental 
health?
What are some motivating reasons to 
learn/do this?  
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Individuals may want additional activities or readings to understand empathy. The 
following includes a case study that I can review along with readings which can assist in 
increasing my knowledge on empathy. Please refer to the sample case study on pages 
50-51 if needed. 
Application Case Study 
The next activity we have developed is a case study. This case study is designed to 
provide an opportunity to apply the information presented in the Sharma & Clark article. 
I. Referral 
a. Andrea was referred to you by her physician. The physician’s referral is 
under Eval & Treat.  
II. Occupational Profile 
a. Andrea is an 18-year-old female with a rotator cuff injury that is two days 
post-op. Andrea is in her senior year of high school and has accepted a 
scholarship to play softball at the university.  
III. Client Factors & Performance Skills 
a. Andrea reports feeling anxious about returning back to playing softball and 
the possibility of losing her scholarship. 
b. Andrea has been having numbness in her shoulder related to her surgery. 
This has inhibited her from putting upper body and lower body clothing on 
as she is feeling anxious about injuring the surgical site.  
 





Optional Activities for Empathy   
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Here are eight ways, by Andrew Sobel, to strengthen my own empathy: 
1. Challenge myself. ... 
2. Get out of my usual environment. ... 
3. Get feedback. ... 
4. Explore the heart not just the head. ... 
5. Walk in others' shoes. ... 
6. Examine my biases. ... 
7. Cultivate my sense of curiosity. ... 
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Table 1.9 Recommended Articles 
 
Abreu, B. C. (2011). Eleanor Clarke Slagle lecture. Accentuate the positive: reflections on 
empathic interpersonal interactions. American Journal of Occupational Therapy, 65(6), 
623–634. Retrieved from https://search-ebscohost-
com.ezproxylr.med.und.edu/login.aspx?direct=true&db=ccm&AN=104599018&site=eh
ost-live    
 
Dehn-Hindenberg A. (2007). The importance of communication and empathy in the therapy 
process: the needs of patients in occupational therapy. Ergotherapie & Rehabilitation, 




Sharma, K. A. & Clark, A. J. (2018). Empathy matters: the importance of imagination in 
occupational therapy. American Occupational Therapy Association (7).18–20.  
 
Allen, P., & Kelly, A. (2014). The missing link: The connection between physical and mental 
health. Retrieved from https://www.benefitscanada.com/benefits/health-wellness/the-
missing-link-49009.  
 




Chamberlain, M. (Producer). (2018, June 28). OT’s role in mental health and depression in a 
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Objectives of Activity: 
1. To gain respect and understanding of diverse cultures and appreciation of each 
of my clients’ and colleagues’ unique qualities and skills. 
2. To challenge internal biases that may affect my practice.  
3. To enhance my knowledge of other cultures.  
Introduction to Activity:  
“Cultural competence requires self-awareness, cultural humility, and the commitment to 
understanding and embracing culture as central to effective practice” (National 
Association of Social Workers, 2015, pg. 4, para. 1). Understanding culture is essential 
to identifying occupations that are meaningful to the client. It is also essential to helping 
you avoid ethical dilemmas and adhering to the Code of Ethics. Cultural competency is 
a challenging yet vital area within occupational therapy’s scope of practice. Every facility 
is impacted by culture by co-workers, clients, and your own personal beliefs.  
Duration: It truly is a lifelong process. 
Activity Steps: 
1. Table 1.10 We have compiled a list of possible resources so I can begin my 
cultural journey. Within AOTA specifically, there are also the following resources: 
a. Cultural Competency Tool Kits - These are full of videos, documentaries, 
articles, books, websites, etc. 
https://www.aota.org/Practice/Manage/Multicultural/Cultural-Competency-
Tool-Kit.aspx  
2. Table 1.11 is a reflective piece to review the value I found within the book, article, 
or video.  
3. Complete the Self-Assessment for Cultural Competency forms at 
https://www.asha.org/practice/multicultural/self/. There are 3 of them and they 
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a. A personal reflection,  
b. Self-evaluation of my department policies and procedures, and  
c. the last is on the way my services are delivered. 
Table 1.10: Cultural Competency Resources 
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Table 1.11: Cultural Competency Self-Reflection 
 
Title of the Piece  Like or 
Dislike 
What did I learn? How can I apply the 























   
 
Self and Institutional Assessment Tools 
1.  http://mighealth.net/eu/images/0/0b/Banc.doc by Marjory Bancrof 
a. Self-Assessment for Cultural Competence Includes cultural competence 
checklists, a cultural competence awareness assessment and a 
questionnaire about “How Does Your Caseload Compare?” Assesses 
demographic and caseload changes related to culturally/linguistically 
diverse (CLD) populations. 
2. Cultural Competence Self-assessment Checklist:  http://rapworkers.com/wp-
content/uploads/2017/08/cultural-competence-selfassessment-checklist-1.pdf 
3. National Standards for Culturally and Linguistically Appropriate services (CLAS) 
IN Health and Health Care: https://thinkculturalhealth.hhs.gov/clas 
4. Office of Minority Health: https://minorityhealth.hhs.gov/ 
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Need to know: How does empathy play 
a role in how I treat clients? 
Self-directed: How can I enhance my 
application of using empathy with my 
clients?
Experience: What experiences do I have 
that I can draw from to strengthen my skill 
of using empathy? 
  
  




























How can I challenge myself to learn more about 
applying empathy with my client's mental 
health?
What are some motivating reasons to 
learn/do this?  
  
  





The purpose of Unit II is to connect the previous section where we focused on how 
to view our clients through a holistic lens and bring it into the evaluation and 
documentation processes. This unit focuses more on application working toward 
building stronger therapeutic relationships with my clients. This unit is divided into three 
sections: 
1. Occupational Profile, 
2. Stress Management, and 
3. Assessments/Screens. 
The Occupational Profile was chosen because it provides common occupational 
therapy terminology. AOTA (n.d.) states that the occupational profile is the first step in 
improving the quality of occupational therapy services and demonstrating the 
profession’s distinct value to other health care providers, reviewers, and payers.  
Stress management was chosen because there is a strong link between stress and 
incurring any type of disability, yet it is often not addressed in a physical disability 
setting. Depression, anxiety, and other mental health concerns often accompany a 
physical disability, and holistic treatment services should work to manage all aspects of 
mental wellbeing and disability together.  
The final section is on assessments and screens. These are resources provided for 
me to reference and hopefully incorporate, to address mental health & wellness directly 
and daily. Implementing these areas into my practice can contribute to strengthening 
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Objectives of Activity:   
1. To be a refresher on the benefits of using the profile as a primarily part of my 
evaluation process. 
2. To review the connection of the Occupational Therapy Practice Framework to the 
Profile and our distinct value as occupational therapists.  
 
Introduction to Activity:  
We are all aware of the Occupational Profile if we stay current in our profession. At the 
beginning of this unit, there was a brief introduction to the importance and value of the 
occupational profile. This activity will reflect on all aspects of the Occupational Profile 
and to assist in application of the profile with clients.  
 
Duration:  30-60 minutes depending on the depth of my self-reflection.  
  
Activity Steps:   
1. Read the paragraph(s) listed below to learn about the benefits of using the 
Occupational Profile. I can also go to the AOTA.org website:  
https://www.aota.org/Practice/Manage/Reimb/occupational-profile-document-value-
ot.aspx  
2. Please use the Occupational Therapy Practice Framework (OTPF) as I go through 
the Occupational Profile. 
a. I need to be a member of AOTA to access the OTPF. 
3. Go through Table 2.1 in each section.  
4. Identify where I already address each area and the areas that could strengthened. 
a. Outline the boxes for strengths. 
b. Circle areas of weakness. 
5. Please pick 2 areas in the OTPF that I do on a regular basis and 2 that are 
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also write how I can change/add the areas that are challenging into my evaluation 
process.  
6. For continued personal and professional growth, please consider reflecting on the 
following questions: 
 
Occupational Profile Effectiveness 
 The Occupational Profile was created by the AOTA to be used as a template 
within practice (Simmons, Guberman, & Aranha, 2018). This template assists 
occupational therapists to focus on restoring, maintaining, and developing a client’s 
identity (Simmons, Guberman, & Aranha, 2018). It is designed to work on client-
therapist collaboration to enhance client-centered care (Simmons, Guberman, & 
Aranha, 2018). A qualitative study, by Simmons, Guberman, and Aranha (2018), had 
OT students use the Occupational Profile in a semi-structured interview with their 
patients with a mental health condition. The overarching themes that came from this 
study were:   
1. a “gain of rich information” 
2.  “understanding client’s perspective of self”  
3. “building rapport” 
4. “provided scaffolding for client reflection”  
(Simmons, Guberman, & Aranha, 2018). From this study, it was found that the 
Occupational Profile is a useful tool to generate rich details from the client’s perspective 
which is more meaningful because it engages the client much more (Simmons, 
Guberman, & Aranha, 2018).  
The profile demonstrates occupational therapy practitioners’ commitment to 
clients as collaborators in the occupational therapy process and facilitates client-
centered practice. In addition, the 2017 occupational therapy evaluation and re-






  71 | P a g e  
 








letter S in 




the OTPF  
Why is the client seeking service, and what are the 
client’s current concerns relative to engaging in 
occupations and in daily life activities? (This may 
include the client’s general health status.) 
 
Evaluation, re-evaluation 
and intervention does 
include:  
1. Performance Deficits: the 
inability to complete 
activities due to lack of 
skills in one or more of the 
categories (physical, 






2. Physical Skills: impairment 
of body structure or body 
function (e.g. balance, 
mobility, strength, 










3. Cognitive Skills: the ability 
to attend, perceive, think, 
understand, problem-
solve, mentally sequence, 
learn & remember 
resulting the ability to 
organize occupational 
performance in a timely 
and safe manner. These 
skills are observed when: 
(1) a person attends to & 
selects, interacts with & 
uses task tools & 
materials; (2) carries out 
individual actions & steps; 
(3) modified performance 





Occupations in which the client is successful (p. S5) 
and what barriers are affecting his or her success? 
 
What are the client’s personal interests and values 
(p. S7)? 
 




What are the client’s patterns of engagement in 
occupations, and how have they changed over time? 
What are the client’s daily life roles? (Patterns can 
support or hinder occupational performance.) (p. S8) 
 
 What aspects of the client’s environments or 
contexts does he or she see as: 
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4. Psychosocial Skills:  
interpersonal interactions, 
habits, routines & 
behaviors  
 
Each of these areas can 
incorporate the mental 
wellness status of a client 
and nothing differs 











S28) (e.g., stage 















 Consider: occupational performance—improvement and 
enhancement, prevention, participation, role competence, 
health and wellness, quality of life, well-being, and/or 
occupational justice. 












Copyright © 2017, by the American Occupational Therapy Association. This document is 
designed to be used in occupational therapy practice and education. For all other uses, such as 
republishing or digital hosting and delivery, contact www.copyright.com or copyright@aota.org. 
 
  
*Refer to the Occupational Therapy Practice Framework for additional information* 
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Table 2.2 Strengths and Challenges with Incorporating 











(  if yes) 
How can I change/add this 
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Need to know: What parts of the Occupational Profile 
are relevent to my place of work? Why? What parts are 
not and why?
Self-directed: How can I incorporate more components of 
the Occupational Profile in my practice?
Experience: What are some barriers I have seen in utilizing the 
Occupational Profile in my practice area? What strategies can I 
use to overcome these barriers?
  
  


































How can I challenge myself to include more 
aspects of the Occupational Profile in regards 
to mental health?
What are some motivating reasons to incorporate the 
Occupational Profile or more components of it into 
my practice at my facility?
  
  




Objectives of Activity:  
1. To reflect on the role stress plays in my client’s well-being and impacts the 
outcomes they can achieve. 
2. To reflect on how I can help my clients manage their stress.  
 
Introduction to Activity:  
As discussed prior, stress plays a significant role in all aspects of our lives. This is more 
pronounced when we are faced with significant life challenges such as a health issue. 
Think about myself. If I incurred a physical disability, how would that impact my 
psychological well-being? 
 
Duration:  15-20 minutes 
 
Activity Steps:   
1. Complete the Table 2.3 while reflecting on my practice.  
a. Table 2.3 is a self-assessment of how I think my clients are experiencing 
and managing stress. 
b. Use Table 2.4 to assist in filling out Table 2.3. This table is also a quick list 
for me to refer to in my daily practice. 
2. Fill in the open spaces within the table to answer the questions listed. This will help 
me begin thinking about how I see my clients’ stress. 
3. Review Table 2.5.   
a. It is a questionnaire I could use to gain awareness of how my clients are 
experiencing stress and related mental health symptoms. Please feel free 
to use this form directly with clients. Free to edit and change the form as 
needed. It is an excellent tool to informally assess my client’s stress levels 
while building the therapeutic relationship. Please use Table 2.4 with 
clients as a checklist to assist in filling out Table 2.5.  









Table 2.3: Assessment of Stress Management Strategies and 
Interventions for My Clients 
Orientation: List some 
reasons why my clients 
















How will stress effect my 









Motivation:  Would helping 
my clients learn about how 










Readiness:  Do I have the 
skills, resources and 
confidence to help my 





















What resources do I have?  
Where can I find resources 
to supplement my 























  78 | P a g e  
 
Table 2.4: General Reaction to Stress:   






What are the physical signs of 
stress? 
 Racing heart  
 Shaking hands  
 Shaky legs  
 Clenching fists  
 Reddening of the skin  
 Headaches  
 Tenseness  
 Muscle spasms 




 Chest pain 
 Fatigue 
 Change in sex drive 





What are the emotional signs of 
stress?  
 General feelings of anxiety  
 Feeling overwhelmed  
 Inability to focus  
 Avoidance behaviors  
 Inability to make decisions  
 Fight or flight response  




 Feeling restless 







What are some of the health-related 
conditions that can be brought on by 
stress?  
 Inability to sleep  
 Excessive sleep  
 Binge eating  
 Loss of appetite  
 Irrational behaviors  
 Bouts with depression  
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Table 2.5: Stress Management Self-Assessment for Clients 
 
 Answers Notes 
What are some 












How do I think 
stress affects my 










do I have to cope 











do I use already in 
















do I think would 







resources do I 
think would be 
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Reflect on these tables: 
a. How can the information gained from these tables strengthen my practice? 
b. What can I do in my daily practice to be mindful of the stress my clients have? 
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Need to know: Why is awareness of stress 
important to my practice? 
Self-directed: How can I take this 
information and apply it to practice?
Experience: What experiences have I had that I 
can draw on in regards to managing my own 
and my client's stress?
  
  

















Additional thoughts I want to remember: 
 
How can I challenge myself to address my client's 
stress when looking at mental health?
What are some motivating reasons to 
learn/do this?  
 




Objectives of Activity:   
1. Familiarize myself with assessments/screens that are available to address psychosocial health and wellness of my 
clients. 
2. Identify possible assessments/screens I would like to incorporate. 
 
Introduction to Activity:  
In this section, there are several assessments and screenings that could be useful in my practice to address mental health 
in my physical disability settings.  
 
Duration:  15-30 minutes 
 
Activity Steps:   
1. Look through the table at the assessments, evaluations, and screens listed below.  
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Table 2.6: Assessment & Screening Tool Information 
Assessment/ 
Screening Tool 
Description & Components Information it 
Obtains  








-Topic: behavioral characteristics 
of depression 
-4 symptom-related statements, 
rated 0-3 













5 to 10 
minutes 
Pros to Using 
 













-Questions: 21 related to 5 coping 
methods 
Rating: 1-4 scale 
 














cost to assess article 
 
Not Listed 
Pros to Using 
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-Self-report, Checklist, or Interview 
-15 scales  
-COPE Questions: 60 statements 
-Brief COPE Questions: 28 
statements 












Pros to Using 
 











-Self-report, Checklist, or Interview 
-Items: 48, 
Scales: 8 
-Rating: 1-4 for each statement 
Identify 
approaches 
and methods of 
coping 






Pros to Using 
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ability of an 
individual to 
cope with daily 












4 minutes on 
average 
Pros to Using 
 
























Profile Reports: $23 per client 





Pros to Using 
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-Self-report or oral rating scale 










Introductory Kit: $109 
 
5-10 minutes 
Pros to Using 
 








Stress Profile  -Self-Report 
-Items: 123  
-Categories: 7 


















Pros to Using 
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-Interview or self-report checklist 
-Items: 66 items 
-Scales: 8 









Additional Cost per person that it 
is administered to 
 
Not stated 
Pros to Using 
 














(Asher, 2014; Trautmann Boop, 2014)
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Need to know: What information is most 
applicable to my facility from the charts 
above?
Self-directed: How can I find fundings to 
afford new asessments? Where can I 
find funding opportunities?
Experience: What assessments have I 






















Additional thoughts I want to remember: 
 
 
How can I challenge myself to incorporate new 
assessments into my evaluation process?
What are some motivating reasons to 
find more assessments for my facility?
 











A review of the literature identifies billing/reimbursement as a primary barrier to 
providing holistic care, as cited by OTs. In Unit III, we focus on how to effectively use 
documentation to bill for my services, while addressing my client’s mental wellness 
needs. Unit III has two sections with interactive activities and alternative resources that 
will assist in guiding me back to a more holistic practice. These sections include: 
1. Billing and  





















Objectives of Activity:   
1. To reflect on billing terminology in documentation that I am using in practice.  
2. To gain an additional understanding of the connection between billing, 
documentation and the occupational profile. Using the profile as part of my 
evaluation report demonstrates the unique value of OT and that I am looking at the 
client holistically. I am not billing for psychosocial interventions, I am billing for OT 
intervention services. 
3. To promote more confidence with documentation of mental health in my physical 
disability setting. 
 
Introduction to Activity:  
Billing is one of the areas therapists report that they struggle with especially when 
incorporating mental health and wellness.  
 
Duration:  15-20 minutes 
 
Activity Steps:   
1. Look at terminology listed in Table 3.1. 
2. Fill in terminology I already use within my documentation at my facility into the 
empty boxes.  
a. HINT: I can use terms from the OTPF. 
3. Reflect on the questions below the Table 3.2 on how using the information in the 
table would impact my facility. 
4. After finishing the activity, Table 3.1 can be used as a reference for terminology 
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 Empathy/Empathetic  
 Redirect  
 Establish  
 Facilitate  













 Inform within the scope of 











 Higher Cognition 
































 Attention seeking 
 Attentive 
















 Learns from his/her mistakes 
 Perseverates 
 Problem-solves 












































 Incongruent to 



























Resources  (Nagel, 2019; Sames, 2015; 
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The previous tables listed terminology that I can use for billing. Table 3.2 list other 
resources that I can view at my leisure to enhance my documentation vocabulary.  
 
 
Table 3.2: Websites for Billing Terminology 
Website Link 
Lit Charts https://www.litcharts.com/literary-devices-and-terms/mood 
 
 















Additional Resources for Billing Terminology 
 




Objectives of Activity:  
1. To learn how to document addressing the psychosocial needs of my clients within my physical disability setting.  
2. To learn how to give the rationale that ties it back to the occupation in my documentation. 
  
Introduction to Activity:  
CPT codes are used by virtually all payers in the healthcare system. Understanding CPT coding is essential for 
documentation and to ensure reimbursement.  
 
Duration:  15-20 minutes 
 
Activity Steps:   
1. Read through the CPT Codes paragraph listed below.  
2. Look at CPT codes listed in Table 3.2. 
3. Fill in the empty boxes for Billing Terms from Table 3.1 that could be used for each one of the sections. 
4. Fill in the used in practice box with my experiences at my facility. 
5. Reflect on the questions below the Table 3.2 on how using the information in the table would impact my facility. 
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CPT Codes 
The following CPT codes are used in physical disability settings. The descriptions of these codes also include reference to 
cognitive and psychosocial skills. All of the terms that were chosen for billing, are defined in detail within the OTPF. 
Please have the OTPF available to reference. In the spaces below, write a goal that would incorporate mental health into 
a physical disability setting. Feel free to add my own in additional boxes at the end of the chart. These authors contacted 
an AOTA representative to clarify that these CPT codes can be used to address mental health within the physical 
dysfunction setting. The email exchange is listed in Appendix D.  
 
These examples are from The New Grad's Guide To Occupational Therapy CPT Codes by Lloyd-Randolfi (2018) and 
Medical Billing and Coding - Procedure code, ICD CODE (n.d.). Additional information on CPT Codes can be found on the 
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Table 3.3 CPT Codes 
Billing Codes Description Billing Terms  
Table 3.1  
Used in Practice 
How can I use these in my documentation?  
Evaluation (97165) 
 
This looks at an evaluation 
with moderate complexity 
which identifies 1-3 
performance deficits 
relating to physical, cognitive 
or psychosocial skills that 










Evaluation (97166) This looks at an evaluation 
with moderate complexity 
which identifies 3-5 
performance deficits 
relating to physical, cognitive 
or psychosocial skills that 










Evaluation (97167) This looks at an evaluation 
with moderate complexity 
which identifies 5 or more 
performance deficits 
relating to physical, cognitive 
or psychosocial skills that 
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Re-evaluation (97168) Using re-evaluation to assess 
whether physical, cognitive, 
or psychosocial skills that 
result in activity limitations 











Activities can be for a specific 
body part or could involve the 
entire body. This procedure 
involves the use of functional 
activities to improve 
performance in a progressive 
manner. The activities are 
usually directed at a loss or 
impairment of mobility, 
strength, balance, 
coordination or cognition. 
Includes “dynamic activities” 
that are designed to improve 
functional performance for 
ADLs. This may include 
functional mobility, bed 
mobility, step-ups/stair 
negotiation, throwing a ball, 
golf club, car transfer training, 








Self-Care (97535) This looks at training and 
improving performance in 
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compensatory strategies, 
using adaptive equipment, 
facilitating meal prep or self- 
feeding, etc. 
Can also use this to educate 
clients and families on wound 
care, edema control, activity 
modification, improving the 
home environment for safety, 
or transfers (getting on/off the 











As of 2020, OTs will no 
longer be billing 97127 for 
Cognitive Skills. 97129 will be 
used to address cognitive 
function interventions 
(attention, memory, problem-
solving etc.) for the first 15 
minutes.  
 
If sessions proceed longer 
than 15 minutes, please used 









(Lloyd-Randolfi, 2018; Medical Billing and Coding - Procedure code, ICD CODE, n.d.).
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Need to know: How do the 
codes/terminology that my facility uses 
compare to these codes listed above?
Self-directed: How can I use these 
codes//terminology in my facility when 
documenting services?
Experience:What can I draw from my 
experiences of interventions that can 































How can I challenge myself to use these codes 
and terminology in my documentation?
What motivates me to change the way I 
am billing with codes or using 
terminology in documentiation to 










A: Outcome Measure The purpose of the outcome measure address and 
assess the effectiveness of this guide within the 
physical dysfunction setting. The goal of this 
assessment is to promote application within the setting 
and self-reflection of the use of this guide.  
B: Answers to Activities Includes all of the answers to the activities that have 
been used throughout the guide.  
C: Additional Case 
Studies 
Includes links to case studies with application questions 
within the chart. These activities give the opportunity for 
additional case study practice for addressing mental 
health with different types of clients.  
D: AOTA Email 
Exchange 
Includes screenshots of the conversation from the 
authors with AOTA for official mental health billing 





























Guide to Assess Usefulness 
Object of Activity: 
This activity is used to share the overall usefulness and personal opinions with the 
authors of the Redirected Mindset: A Guide to a More Holistic Practice in Physical 
Rehabilitation.  
 
Purpose of the Activity:  
Having a resource is only as good as those who use it and adapt it. One important area 
that this project encourages is the application of these materials into practice. With this 
information being placed into practice, the overall usefulness of the guide lies with the 
individual applying this guide. The authors appreciate all feedback on their work and will 
use this feedback to adjust and add to the current guide to increase its usefulness 
applicability within the field. 
 
Duration: 20-60 minutes 
 
Activity: 
1. Use personal reflection to fill out the rating forms for each section of the guide. 
a. If there was an area that was skipped over or did not apply to my facility, 
please select the not applicable. 
2. Provide personal and constructive insight within the blank space provided.  
3. Send a scanned copy of the completed rating sheets to both emails listed below.  
a. Ashley.m.malina@gmail.com 
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Purpose 
Evaluate the overall purpose of this guide as a whole. 
Rating: 0 (did not at all)-3 (helped/learned a lot), 
N/A: not applicable  
Ratings 
 0  1  2  3 N/A 
Rate how I think this information is supported by updated and 
relevant evidence.  
0 1 2 3 NA    
 
Rate the readability of the literature review.  0 1 2 3 NA    
 
 
Unit 1  
Please rate how beneficial each activity was for my clinical competency knowledge.   
Rating: 0 (did not help at all)-3 (helped/learned a lot), N/A: 
not applicable 
Ratings 
0    1    2    3  
Reflective strength chart (Table 1.1).    0 1 2 3 NA 
 
Continued professional development self-rating tool (Table 
1.2).   
0 1 2 3 NA 
 
Continued development plan (Table 1.3).   0 1 2 3 NA 
 
Optional activities for professional development (Table 1.4 & 1.5 
included).   
0 1 2 3 NA 
 
Quizlet for standards of practice.   0 1 2 3 NA 
 
The code of ethics and core values activity (Table 1.6).   0 1 2 3 NA 
 
The optional activities for the code of ethics (Table 1.7 
included).   
0 1 2 3 NA 
 
Empathy article reflection guide (Table 1.8).   0 1 2 3 NA 
 
Optional activities for empathy (Table 1.9 included). 0 1 2 3 NA 
 
Cultural competency (Table 1.10; Table 1.11). 0 1 2 3 NA 
 
 
Unit 2  
Section 1: Please rate how beneficial each activity was for my knowledge.    
Rating: 0 (did not help at all)-3 (helped/learned a lot), N/A: 
not applicable 
Ratings 
0    1    2    3  
Occupational Profile (Table 2.1; Table 2.2).  0 1 2 3 NA 
 
Stress management strategies and interventions for my clients  
(Table 2.3).  
0 1 2 3 NA 
 
General reaction to stress (Table 2.4).  0 1 2 3 NA 
 
Stress management for clients (Table 2.5).  0 1 2 3 NA 
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Section 2: If I used this unit’s information in the clinic, please complete section 2. If not, 
please continue to the next unit.   
Rating: 0 (did not help at all)-3 (helped/learned a lot), N/A: 
not applicable 
Ratings 
0    1    2    3 
Occupational Profile (Table 2.1).  0 1 2 3 NA 
 
Stress Management for clients (Table 2.3).  0 1 2 3 NA 
 
General Reaction to Stress (Table 2.4).  0 1 2 3 NA 
 




Section 1: Please Rate how beneficial each activity was for my knowledge.  
Rating:  0 (did not help at all)-3 (helped/learned a lot), N/A: 
not applicable 
Ratings 
0    1    2    3  
Descriptive billing terms (Table 3.1).  0 1 2 3 NA 
 
Optional activities for billing terminology (Table 3.2). 0 1 2 3 NA 
 
CPT codes (Table 3.3).    
 
Section 2: If I used this unit’s information in the clinic, please complete section 2. If not, 
please continue to the next unit.   
 
Rating: 0 (did not help at all)-3 (helped/learned a lot), N/A: 
not applicable 
Ratings 
0    1    2    3 
Descriptive billing terms (Table 3.1).  0 1 2 3 NA 
 
Optional activities for billing terminology (Table 3.2). 0 1 2 3 NA 
 




General Questions  





Describe the ease of use. Was the amount of information enough, too much, or not enough 
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Thank you for taking time to completing the Guide to Assess Usefulness! The authors of 
this guide appreciate the feedback and welcome additional thoughts, comments, and 
ideas. Please reference the beginning of the Guide to Assess Usefulness to locate the 
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Appendix B 
Answers to Case Studies  
 
Page 50: Case Study: Code of Ethics 
1. All are applicable in this scenario, but it would depend on the rationale placed 
behind each Code of Ethics. Examples include:  
a. Beneficence: Overall safety of the patient, ex. Transfers. 
b. Nonmaleficence: Safety in transfers and having assistance with getting up 
if a fall occurs. 
c. Autonomy: Respecting the patient's right to choose not to go to a nursing 
home. 
d. Justice: The possibility advocating for the patient for what they want. Also 
allow the patient to understand my objective professional opinion and why 
I documented the information as you did. 
e. Veracity: Explaining to the patient what is being documented and why it 
has to be documented to be discussed with other members of the team for 
safety purposes. 
2. There may be a variation of answers.  
3. Individual Preference 
 
Page 60: Case Study: Empathy 
1. Empathizing, encouraging, collaborating, problem-solving, advocate at a later 
point. 
2. Answers will be variable. Some examples include:  
a. Paraphrase, Probe, Reflect 
b. Resources available 
c. Talk about what OT can do 
d. Refer to alternative disciplines that can assist her  
3. Answers will be variable. Some examples include:  
a. Physical Therapy 
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c. Athletic Trainer 
d. Counselor  
e. Local Support Groups 
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Appendix C 
Additional Case Studies 
 
In Table 4.1, additional resources have been created for self-directed additional learning 
through case studies. Feel free to use the terms, websites, and questions listed below 
and add my own in the empty boxes at the end.  
 







Terms to find Case 
Studies 
 
Questions to ask 







practice scenarios for 
occupational therapist 
 
1.How can I address 
possible mental health 
components that the client 







practice case studies for 
occupational therapy 
students’ examples 
2.What resources do I have 
available to assist in address 





*insert patient diagnosis* 
(ex. total hip replacement) 
case study occupational 
therapy 
3.What type of assessments 
are available to assess my 








 4.What code of ethics area 
am I addressing when I plan 








 5.What type of billing codes 
should I use for proper 































































When the authors of this guide were gathering information, they questioned if there 
were CPT codes that should be used in the physical disabilities setting when addressing 
mental health components of the person. Below is the communication between the 
authors and an AOTA representative addressing this question.  
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CHAPTER V  
Summary 
Providing holistic care in the physical disability setting can be achieved by 
improving the therapist’s competence and comfort level by addressing mental health and 
wellness in their practice. In summary, the purpose of the guide is to provide evidence-
based, current information to practitioners to increase their knowledge and application of 
holistic practice. The guide gives therapists information and time to reflect on 
competency, evaluation, and documentation. Our primary focus is on the practice areas of 
occupational therapists in physical disabilities setting. The guide was created to increase 
the competency of occupational therapists in holistic care and provide therapists with 
applicable information to be used within their practice.  
Strengths  
There are several strengths to this product: 
1. The guide has at least one activity per topic and has an area after each activity 
with reflection questions relating to the topic.  
2. The reflection questions give the therapists the chance to think over the activity 
and how the activity and information given will impact their practice.   
3. The guide provides information containing evidence-based terminology and 




4. There is a section on culture. The culture section gives the therapist resources to 
materials which they can use to increase their knowledge and understanding of 
those they see in practice.  
5. The guide contains a self-measured outcome chart for therapists to fill out after 
they have reviewed the guide in its entirety. Therapists are encouraged to share 
their perspectives and answers with the authors for further adaptations of this 
guide.  
Limitations  
1. There was limited research available for this particular topic and subtopics. The 
authors utilized many databases, textbooks, and the world wide web to find 
information on the topics in this project. 
2. The authors found that finding usable billing terms, definitions, and processes to 
bill mental health and wellness within the physical disability setting was a 
challenge. The authors of this project reached out to AOTA for assistance in their 
search. The email exchange is in Appendix D as a reference in support of the 
billing section of the product.  
3. Physical disability settings continue to use differing terminology for billing terms 
and there is not a standard definition for the term holistic care.  
Recommendations  
1. It would be helpful to know what information was most beneficial and how the 
product could be adapted to make it more applicable. After receiving some 
guidance from therapists in the field, we are hoping to be able to adapt the guide 
to be more applicable. As the guide becomes updated with therapists’ input, we 
25 
 
hope that there can be a paper published within Occupational Therapy Practice to 
share our findings and the guide. This information would be collected by using 
the outcome measure to obtain the effectiveness of the guide, which can be found 
in Appendix A. 
2.  A potential roadblock could include finding occupational therapists who are 
willing to take time to go through the guide and implement the areas into their 
practice. To overcome this potential roadblock, the authors will reach out to the 
occupational therapy department to find available therapists to use the guide and 
evaluate.  
3. Adding additional assessments that are already used within different setting 
placements. 
4. Reach out to more therapists within the physical disability setting throughout the 
creation process to obtain additional guidance.  
5. Add more on the impact of the culture on mental health and how to be more 
culturally competent.  
6. Add a section on context and environment and how it impacts how the therapist 
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